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SHIC MISSION STATEMENT
The North Dakota Senior Health Insurance Counseling (SHIC)
program will provide education, review, support, and referral
services regarding federal, state, and individual health insurance
programs and contracts to Medicare beneficiaries of North Dakota.

Introduction
Thank you for your interes t in the North  Dakota S enior Health

Insurance Counseling program and congratulations on your

decision to volunteer.

Over the next few days, you will receive training and information

that will enable you to help senior citizens:

1. Understand Medicare and private insurance

policies.

2. Know their rights and opportunities in the area of

health insurance.

3. Make decisions about the kinds and amounts of

coverage they need.

4. Evaluate the health insurance po licies available  to

them.

5. Know where to go for other needed services.

Your commitment can really make a difference in the lives of

older cit izens in  our state .  Thank you and good luck!
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The
Department

INSURANCE DEPARTMENT
MISSION STATEMENT

The North Dakota Insurance Department is a team of
dedicated professionals who constantly strive to improve our
effectiveness and efficiency in protecting the public.

We assure that consumers receive fair policies at reasonable
prices and that companies honor their obligations to their
customers while adhering to strict solvency standards.  We
also serve the public by providing special insurance, safety,
environmental protection, and educational programs.

There are a number of different divisions involved in the

Department's goal of ensuring that consumers receive fair value

and service from insurance carriers.  

1. The Administration Division handles personnel,

accounting, information technology issues, support, and

day-to-day operations.

2. The Examination and Company Licensing Division

monitors the fiscal practices and overall soundness of

domestic (North Dakota-based)  insurers and oversees

company licens ing.         

3. The Legal/Enforcement Division oversees legal issues and

plays a primary role in developing legislation and reviewing

insurance-related issues  at the sta te and national level. 

4. The Special Funds Division administers special insurance-

related funds established by the Legislative Assembly

including the Fire and Tornado Fund, Petroleum Tank

Release Fund, Bonding Fund, Boiler Inspection Program,

and Anhydrous Ammonia Program.

5. The Consumer Protection Life/Health Division

encompasses Senior Health Insurance Counseling and

Prescription Connection for N orth Dakota.  It includes

analysts who review life and health insurance policy forms

and rate filings and investigate complaints related to these

types of insurance.  The consumer hotline staff are a lso part

of this division.
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Senior
Health
Insurance
Counseling

6. The Consumer Protection Property/Casualty Division

reviews property and casualty insurance policy forms and

rate filings and investigates complaints related to these

types of insurance.

7. The Agent Licensing and Investigation Division oversees

agent licens ing and agent continu ing educa tion.  This

division also handles complaint investigations and works

closely with the  Legal Division when investiga tions result

in prosecution.  

The Senior Health Insurance Counseling (SHIC) program was

formally initiated in January 1993.  SHIC is funded by a grant

from the Centers for Medicare and Medicaid Services (CMS), a

division  of the federal D epartment of H ealth and Hum an Serv ices. 

CMS is the agency that administers Medicare.

The SHIC  program seeks to m ake Medicare  beneficiaries more

knowledgeable users of government health insurance programs

and more info rmed consumers of p rivate insurance programs. 

The SHIC program is a public-pr ivate-volunteer partnership

between the Department, sponsoring organizations, and

volunteers. 

1. The Insurance Department administers the program,

providing technical training and support; overseeing federal

reporting requirements; and developing statewide

promotion options.  

2. Local sponsors coordinate the activities of volunteer

counselors, providing general support as needed;

maintaining local client files; and developing local

promotion options.  

3. Local volunteer counselors provide d irect assistance  to

Medicare beneficiaries with health insurance problems;

report their contacts and activities to the Insurance

Department program staff and maintain their knowledge

and skills by reading the bimonthly newsletter and other

mailings and by attending  regularly scheduled upda te

training sessions.



4/2005A-4

SHIC Staff

                       SHIC ORGANIZATIONAL CHART

ND Insurance Commissioner
Jim Poolman

Consumer Protection-Life/Health Division Director
Mike Fix

SHIC
Program Director                    Program Assistant

            Bill Lardy                             Corinne Aberle

Local Sponsoring Organization
SHIC Coordinator

Volunteer Counselor

The SHIC  director and staff are responsible for:

1. Recruiting sponsors.

2. Coordinating and conducting training sessions.

3. Developing and coordinating statewide publicity and

advising  or assisting with local publicity.

4. Providing counselors and consumers with resource

material.

5. Presenting  public forums on M edicare and senior health

insurance issues.

6. Documenting service needs and program progress for

reporting to CMS.

7. Answering consumer questions that come into the

Insurance Department about Medicare, Medicare
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Local
Sponsors

Counselors

supplement, long-term care, and other senior health-related

insurances when hotline staff get behind.

The sponsor is responsible for:

1. Assisting with arrangements for train ing/update sessions. 

Sponsors and/or staff assigned to coordinate the program

should attend all training and update sessions.

2. Coordinating client contacts.  When a client contacts a

sponsor, the sponsor gathers enough information to make a

referral/appointment for a counselor.

 

As necessary, the sponsor then provides space (i.e., private

meeting room), supplies (i.e., paper, pen, envelopes), and

services (i.e., copying, mailing, telephone) for the

counselor to carry out their assigned case.

NOTE: Questions or concerns about the cost of

supplies or services due  to an unusually

complex case should be discussed with the

SHIC program staff as soon as possible after

they arise.

3. Promoting the program .  Sponsors  are encouraged to

promote the program th rough low cost or no cost means. 

Examples include talk shows, newsletters, fliers, PSAs,

posters, and brochures.  Resource material and other

assistance can be prov ided by the Department.

Counselors are responsible for:

1. Completing the in itial training session.  Counselors must

attend the full training session before they will receive

certifica tion. 

2. Providing d irect assistance.  Counselors will follow up on

assigned calls w ithin 24 hours o r as soon as possible. 
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The counselor uses his/her judgment on how to proceed

with each client based on the information received from

training sessions and materials.  This may include sorting

paperwork, making telephone calls, writing letters, setting

up additional appointm ents, or referring the client to

another agency.  

Reference materials include:  SHIC training m anual;

Medica re and You; Guide to Health  Insurance  for People

With Medicare; Medicare Supplement Premium

Comparisons; North Dakota Medicare Supplement and

Long-Term Care Insurance Approved Policy Lists; Long-

Term Care Insurance Shopper's Guide  as well as access to

CMS’s website a t www.cms.hhs.gov and the N orth Dakota

Insurance Department website, www.state.nd.us./ndins.

If the case requires large amounts of copying or supplies,

volunteers should consult the sponsor about  the needs. 

Mileage is also available for cases requiring out-of-town

travel.

3. Recordkeeping.  For each client contact, the counselor

completes a Client Contact Form.  At the end of each

month, these are subm itted to the Insurance Department in

postage paid envelopes prov ided. 

4. Attending update sessions.  Counselors are required to

attend at least one update session each year.  Updates are an

opportunity to ask questions, gather new information and

network with  other voluntee rs. 

Scheduling is done at least six weeks in advance to make

fulfilling the a ttendance requirement easier.  A reminder is

sent two weeks in advance .  

Counselors are also asked to work with the sponsoring

organization to promote the SHIC program in the local

community.    
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NORTH DAKOTA SENIOR HEALTH

INSURANCE COUNSELING PROGRAM

SHIC VOLUNTEER COUNSELOR

JOB DESCRIPTION

Purpose of Position:  To provide health insurance information, counseling assistance, and
referral services to Medicare beneficiaries, their families, and caregivers.

Responsible to:  Sponsoring organization's coordinator for the North Dakota Senior Health
Insurance Counseling program and Insurance Department SHIC staff.

Responsibilities:

 Satisfactory completion of Senior Health Insurance Counseling program initial
training.  Signing the Volunteer Agreement indicates you feel prepared to provide
counseling assistance.

 Provide health insurance counseling services without conflict of interest and in
compliance with SHIC program guidelines.

 Conduct individual counseling sessions:

• Assess client's need for information and/or assistance.

• Provide Medicare, supplement, and long-term care insurance information
and prescription drug assistance programs.

• Assist with Medicare and other health insurance claims filing, appeals,
and/or referrals.

• Provide informal claims advocacy as required.

• Provide referrals to appropriate resources.

 File reports and provide follow up as required.

 Handle client information in strictest confidence.

 Satisfactorily complete continuation training as required by the SHIC program.

Desired Qualifications:  Ability to get along with others; sensitive and caring attitude;
willingness to learn about and ability to retain information relevant to health insurance provisions
and claims filing procedures; good written and oral communication skills.

Time Commitment: Volunteers hours as agreed upon by the counselors and sponsors.  Time
necessary to handle cases assigned.
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NORTH DAKOTA SENIOR HEALTH

INSURANCE COUNSELING PROGRAM

SPONSORING ORGANIZATION'S COORDINATOR

JOB DESCRIPTION

Purpose of Position:  To develop, supervise, and support a group of volunteer counselors who
provide health insurance information and health insurance counseling; to assist in publicizing the
program; provide consumer education.

Responsible to:  Sponsoring organization and Senior Health Insurance Counseling Program
staff.

Responsibilities:

 Maintain a roster of trained counselors.

 Provide liaison between counselors, the sponsoring organization, and the North
Dakota Insurance Department.

 Meet with counselors, periodically (bi-monthly recommended; no less than
quarterly), to discuss counseling activities, review reporting activities, and discuss
potential marketing opportunities.

 Maintain client files.
 

 Assist in coordinating local publicity.

 Act as a clearinghouse for training materials, supplemental information, forms,
and reporting documents.

 Assist program staff in the development of procedures to monitor the
effectiveness of counselor activities.

 Attend training and other meetings and conferences related to program operation. 



NORTH DAKOTA CENTURY CODE 

26.1 -02-24.3. Insurance counseling programs - 
Volunteers - Immunity from liability. 

A person who, on a volunteer basis, provides services or performs 
duties on behalf of the commissioner of insurance for an insurance 
counseling program is immune from civil liability for any act or 
omission resulting in damage or injury if at the time of the act or 
omission the person who caused the damage or injury was acting 
in good faith, in the exercise of reasonable and ordinary care, and 
in the scope of that person's duties as a volunteer and the act or 
omission did not constitute willful misconduct or gross negligence. 
This section does not grant immunity to a person causing damage 
as a result of the negligent operation of a motor vehicle. 

A-9 7/2002
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HIPAA FACT SHEET

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) provided the
Department of Health and Human Services (HHS) with the authority to craft privacy protections
by regulation.  HHS issued the regulation, “Standards for Privacy of Individually Identifiable
Health Information,” (Privacy Rule) on December 28, 2000, with modifications published on
8/14/02.  The rule became effective on 4/14/01.  Most covered entities had until 4/14/03 to come
into compliance with the regulation.  

The Privacy Rule provides the first comprehensive federal protection for the privacy of health
information.  While federal agencies that hold individually identifiable information are subject
to the Privacy Act of 1974, the HIPAA Privacy Rule extends privacy protections to the private
sector as well.  Additional information on the federal privacy standards, including the final rule,
may be found at 45 CFR Part 160 and 164, 65 Federal Register 82462 as amended by 66 FR
12434 or at http://www.hhs.gov/ocr/hipaa/.  The Office of Civil Rights (OCR) is the
Departmental component responsible for implementing and enforcing the privacy regulation.

The privacy provisions of the federal HIPAA law apply to health information created or
maintained by covered entities, which are defined as health plans, health care clearinghouses,
and health care providers who engage in certain electronic transactions.  As a health plan,
Medicare is the covered entity.  The State Health Insurance Assistance Program (SHIP)
employees and volunteers do not meet the definition of a covered entity under the Privacy Rule
and, therefore, are not subject to the provisions of the rule.  

The Privacy Rule extends certain protections to the business associates of a covered entity.  By
definition, a business associate is a person or entity that performs or assists in the performance
of a function or activity involving the use or disclosure of individually identifiable health
information on behalf of a covered entity.  Although the SHIP employees and volunteers work
under a grant from CMS, they are not business associates of the Medicare program since the
work they do involving protected health information is on behalf of the beneficiary, not the
covered entity.  

Not withstanding the above clarification, your state laws governing privacy are still applicable
to SHIPs.  The CMS SHIP grant terms and conditions are provided as requirements for
safeguarding any information related to the Medicare beneficiary as a matter of responsible
conduct of SHIP grantees.  However, as stated above, any additional regulations that are state-
specific may apply accordingly.  

For any state specific questions, please contact your State Office on Privacy.  
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DEPARTMENT OF INSURANCE 
STATE OF NORTH DAKOTA 

Jim Poolrnan 
Commissioner of Insurance 

NORTH DAKOTA SENIOR HEALTH 
INSURANCE COUNSELING PROGRAM 

VOLUNTEER IN-FORMATION FORM 

Name M( F( 1 

Sponsoring Organization 

Mailing Address City Zip 

Telephone Date of Birth 

Email Address 

BACKGROUND INFORMATION 

Education: 

Paid Work Experience: 

Volunteer Work Experience: 

- 

Special Interests or Hobbies: 

600 FAX (701) 328-4880 
* Relay North Dakota: 1-800-366-6888 (TTY) 

B- 1 
Website: www.state.nd.us/ndms 

401 . BISMARCK N D  58505-0320 . (701) 328-2430 
C  onsumer Hotline: 1-800-247-0560 

E. BOULEVARD  AVE DEPT 
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Background
Medicare is a federal health insurance program for people 65 or

older and some disabled people under 65 and those with End Stage

Renal Disease (ESRD) who have had a transplant or receive

dialysis on a regular basis.  In addition, the Benefits Improvement

and Protection Act (B IPA) 2000 extends Medicare coverage to

persons with Lou Gehrig’s Disease (amytrophic lateral sclerosis-

ALS) immediately upon diagnosis because of the short life

expectancy.  

1. Medicare was created as part of Lyndon B. Johnson's Great

Society Program.  Medicare was the first large federal

health insurance program established by the United States

government. 

2. Medicare was enacted into law in 1965 as Title XVIII of the

Social Security Act and became effect ive July 1, 1966.  

3. Medicare covers beneficiaries in 50 states, Washington, DC,

and U.S. territories and possessions:  U.S. Virgin Islands,

Northern Marianas Islands, American Samoa, Puerto Rico,

and Guam.

4. Medicare has two parts:  hospital insurance (Part A) and

medical insurance (Pa rt B):

a. Hospital insurance (Part A) helps pay for inpatient

hospital care, limited skilled nursing facility care,

home health care following a hospital stay, and

hospice care.

b. Medical insurance (Part B) helps pay for physician

services, outpatient services, durable medical

equipment, and home health care when there has been

no hospital stay. 

NOTE: There are  differences between Part A and Part B  in

terms of benefits, eligibility, administration, and the

appeals process.

5. Medicare was never intended to pay 100 percent of medical

bills.  Like priva te health insurance, there a re "gaps" in

Medicare where the beneficiary must pay a portion of

medical expenses.  Beneficiaries share the cost by paying:
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Medicare
Adminis-
tration

a. Deductible:  A flat dolla r amount the benef iciary is

responsible for before Med icare coverage  will beg in.  

[Example:  Part A hospital deductible for first 60

days; Par t B annual $100 deductible.]

b. Coinsurance or copayment:  A percentage or dollar

amount o f  covered  expenses which the beneficia ry is

required to pay.  [Example:  Part A daily coinsurance

for days 61-90; Part B co insurance of 20%.]

6. Medicare only pays for services determined to be

reasonable and necessary for the diagnosis or treatment of

a specific illness or injury.  Dec isions abou t what is

reasonable and necessary are always based on professional

medical advice.

Medicare benefits are administered by the Centers for Medicare

& Medicaid Services (CMS), an agency of the U.S. Department

of Health and Human Services.  Medicare is ultimately controlled

by the U.S. Congress. 

1. CMS contracts w ith insurance  compan ies to handle

Medicare claims.  A company which handles Part A  claims

is called a fiscal intermediary.  A company which handles

Part B claims is called a carrier.  

2. In North D akota, Blue Cross B lue Shield o f North D akota

(Norid ian) handles most  Part A  and Part B claim s.  

Noridian Medicare

4305 13th Avenue SW

Fargo, ND 58103-3373

1-800-247-2267

www.noridianmedicare.com

a. Exceptions include:

 Durable Medical Equipment (DME) claims

are handled on a reg ional basis.  Our region is

served by:
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Eligibility

CIGNA  Medicare

P.O. Box 690

Nashville, TN 37202

1-800-633-4227 

CignaMedicare.com

 Home hea lth care claims and hosp ice are

processed by:

Government Benefit Adm inistrators

Medica re Part A

1201 Zenith Drive, Suite 100

Sioux City, IA 51103-5217

(712) 293-5800

 Railroad Retiree M edicare Part A claims a re

processed by:

Noridian Medicare (see page C-2)

Part  B cla ims a re processed by:

Palmetto G overnment Benefits

   Administrators GBA

P.O. Box 10066

Augusta, GA 30999-0001

1-800-833-4455

3. Medicare eligibility and enrollment are handled by a

separa te federal agency, the Social Security Adm inistration. 

American citizens are eligible for Medicare if:

1. They are 65 years or older and eligible under their own

work record (for information about work record/covered

quarters, see page N-14) or that of their spouse for Social

Security, railroad, or civil service retirement plans.

2. They have end stage renal disease and are receiving

dialysis on a regular basis or have received a kidney

transplant due to kidney failure.
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Enrollment

3. They are any age and eligible fo r disability benefits under

Social Security, railroad or c ivil service retirement plans. 

a. Under Social Security and Railroad Retirement

plans, the individual must have been receiving

Social Security disability benefits for at least 24

months.

b. Those diagnosed with Lou Gehrig’s disease (ALS-

Amyotrophic Lateral Sclerosis) will receive

Medica re benefits the first month  Social Security

disability benefits  are rece ived.  

c. Under civil service retirement the individual must

have been disabled for 29 or more months.

4. A person  65 or older who is no t eligible for Social Security

benefits  may purchase Medicare coverage if that person

is:

a. An American citizen; or

b . An alien lawfully admitted for permanent residence

who has resided in this country five consecutive

years before applying for Medicare.

An individual can sign up for Medicare Part A at any time after

age 65 w ith retroactive coverage up to one year.  Enrollment in

Part B can happen automatically or during three different types of

enrollment periods:  initial, general, and special.

1. Individuals receiving Social Security benefits prior to age

65 should be automatically enrolled.  Coverage begins the

first day of their birth month if they are 65 years old or the

first day of the 25th month  if they are  disabled.  

a. These individuals receive a Medicare card in the

mail from Social Security three months before  their

65th birthday notifying  them of their enrollment in

Medicare Part A and Part B.  If they do not want

Part B, they must return the form appropriately

marked and they w ill be  enro lled for Pa rt A only.
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b. If no card is received, a person should contact the

nearest Social Security Administration office (see

list on page N-7) prior to their 65th b irthday.

2. The initial enrollment period applies to individuals just

turning 65  who have not been receiving  Social Security

benef its.   

a. The seven-month initial enrollment period begins

three months prior to the  individual's birth  month

and ends three months  following the  individual's

birth month.

Initial Enrollment

Month
1

Month
2

Month
3

Birth
Month

Month
5

Month
6

Month
7

b. The month of enrollment determines when 

Medicare coverage becomes effective:

(1) Individuals who enroll during the three

months prior to their birth month are covered

beginning  on the first day of their birth

month.

(2) An indiv idual enrolling during h is/her birth

month will be covered beginning on the first

day of the following month.

(3) If the individual enrolls du ring the month

following his/her birth month, coverage

begins two months later.

(4) If the individual enrolls during the second or

third months after his/her birth month,

coverage begins three months later.

3. The general enrollment period is an annual enrollment

opportun ity for anyone who did no t sign up for Part B

during the initial enrollment period.  General enrollment

runs from January 1 through March  31 each year.
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General Enrollment

January February March
Coverage Begins 

July 1

a. For peop le who en roll during general enro llment,

coverage begins on July 1 of that year.

b. People who wait until the general enrollment period

to sign up for Part B are charged a 10 percent

premium surcharge for each 12-month period they

delay in enrolling (e.g., if they delay 5 years, the

surcharge is 50 percen t).

4. The special enrollment period applies to those who

continue to work past age 65 and are covered under an

employer group health plan.  It also applies to retired

individuals who are covered under a  working  spouse's

employer group health p lan (EGH P).  These individuals

must notify Social Security of their intent to remain covered

by the EGHP.  These individuals may enroll at anytime

after age  65 but they must enroll no later than eight months

after the month of their re tirement or o f the person who is

working.  They also have the option of enrolling anytime

during the year while they are still working if they decide

they want M edicare coverage or their EGH P is

discontinued.  If an individual enrolls in the first month of

retirement, coverage begins that month.  If any individual

enrolls in any other month, coverage begins the month

following.  
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Medicare
Card

Special Enrollment

Retire
Month

Month
1

Month
2

Month
3

Month
4

Month
5

Month
6

Month
7

Month
8

a. Individuals who are eligible for special enrollment

are not penalized with a 10 percent surcharge

provided they enroll no later than eight months after

the month  of retirement.

b. To qualify for special enrollment, at least one spouse

must be working and have coverage provided by an

employer group plan.

Social Security issues each beneficiary a Medicare card (see page

C-8 for sample).

1. The card show s which part(s) of M edicare the beneficiary

has, as well as his/her name and health insurance (Medicare)

number, and the effective date of coverage.

2. The number on the card is the Social Security number of the

beneficiary, his/her spouse or parent, depending on which

work record  the indiv idual has becom e eligible  under.  

3. The number will be followed by a letter designation if

eligibility occurs through Social Security retirement.  The

number will be preceded by a letter designation if eligibility

occurs  through railroad or civ il service  retirement. 

4. If a person loses his/her card or has questions regarding

Medicare enrollment, they should contact their local Social

Security office (list - page N-7) or use the website to request

a replacement card online:

a. North Dakota toll-free  Social Security:  

1-800-453-7255.

b. National to ll-free Socia l Security:  

1-800-772-1231.

c. www.socialsecurity.gov
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2. Medicare pays for most inpatient hospital (Part A) care,

home health care, and skilled nursing facility care under the

Prospective Payment System (PPS).  The facilities are paid

a set rate based on payment categories called "diagnosis

related groups" (DRG s).  

a. The amount the facility is paid depends on the

individual's diagnosis.  (Also see pages D-15 or 

N-23-24 - "Im portant Message From Medicare" .)

b. In some cases the Medicare payment may be more

than the facility’s costs; more o ften the payments will

be less than the facility’s costs.

c. Hospitals, home health agencies, ambulance

companies, and skilled nursing facilities must

"accept assignment".   They must accept the

Medicare fee schedule as payment in full–they may

not pass on the  difference to the beneficiary. 

d. The beneficiary will owe only the deductible and/or

coinsurance on Medicare-covered services.

e. In case of extra long stays or very high cos ts

associated with particularly complex cases (known as

"outliers"), Medicare can  make an  extra payment to

the hospital.

3. Payments for Medicare Part B services are based on a

national fee schedule and whether or not the Part B provider

is a Medicare participating p rovider (accepts assignment).

a. The fee schedule assigns a dollar value to each

service based on work practice costs and malpractice

insurance costs.  It is the basis for the Medicare-

approved amount for Medicare-covered services and

may vary from region to region around the country.

b. Participating providers accept the Med icare

approved amount from the fee schedule as payment

in full.  The beneficiary owes only the deductible and

coinsurance on Medicare-covered services (also
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Advance
Beneficiary
Notice

referred to as "accepting  assignment").  (More  on this

topic beginning on page E-17.)

c. Nonparticipating providers may charge beyond the

fee scale within limits.  The beneficiary may owe up

to 15 percent more than the Medicare approved

amount, in addition to the deductible and

coinsurance.  (More on this topic can be found

beginn ing on page E-18.)

d. The Ba lanced Budget Act of 1997  allows for private

contracts between physicians and Medica re

beneficiaries for Medicare covered services (more on

page E-20).

Under lim ited circumstances, a beneficiary canno t be required  to

pay for se rvices even if M edicare  denies  the claim .  

1. Waiver of liability occurs when Medicare has denied

coverage of a Medicare covered service and the beneficiary

did not know and did not have reason to know that

Medicare would deny coverage. 

2. In order for the beneficiary to know that services would be

denied, the provider m ust in form  the benef iciary prior to

performing the service that denia l is expected and why.

3. If the beneficiary did not sign an A dvance Beneficiary

Notice (ABN ) specific to the service or procedure and

Medica re denies the  claim, he/she  may not be required to

pay the provider.  In some cases the beneficiary may be

liable for applicable deductibles and coinsurance.

4. An ABN  does not apply to services not covered by

Medicare or to ambulance claims in most cases.  In these

circumstances, the provider does not have to notify the

beneficiary of  expected  denial.

5. If neither the beneficiary nor the provider could have been

expected to know that expenses incurred were excluded

from coverage, Medicare will cover the cost.
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Secondary
Payer

Medicare
Patient
Rights

6. Under both Part A  and Part B , waiver of  liability may apply

to services denied as no t medically reasonable or necessary. 

See samples of Advance Beneficiary Notice forms

beginning on page C-13.

When more than one payer may be liable for a claim, benefits must

be coordinated to prevent duplicate payment of claims.  In the

following circumstances, Medicare pays after the o ther payer 's

liability has been exhausted.

1. Items or services covered by a governmental agency or

program (e.g., workers compensation and VA).

2. Items or services covered under an employer's group plan

when the plan is the primary payer (e.g., the working aged,

working  people w ith permanent kidney fa ilure, and certa in

disabled people).  Three months prior to turning 65 an Initial

Enrollment Questionnaire (IEQ) is sent to all M edicare

eligible beneficiaries.  The questionnaire is a means for

establishing when Medicare is the secondary payer if a

beneficiary or spouse are employed and covered by an

employer group health plan.  Questions may be asked when

treatment is needed  to de termine w hat is  primary.

3. Items or serv ices covered under liab ility or no-fault

insurance (e.g., homeow ners and auto).

Medica re benefic iaries have certain guaranteed rights for their

protection.  One is the right to a fair, efficient, and timely process

for appealing decisions about health care payment or services,

including the right to appeal.  Beneficiaries in the Original

Medicare Plan  (most North Dakotans are on Original Medicare) are

protected from unexpected bills.  A doctor or supplier must give

notice if  there is a  possibility Medicare may not pay for a service. 

If, after the notice is given and the service is still desired, the

beneficiary will be asked to sign an Advance Beneficiary Notice

(see page C-13).  
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In addition to  the above , there are othe r guaranteed rights to:  

• Information

• Emergency services

• See docto rs, specialists (including women’s health

specialists), and  to go to M edicare-cer tified hospita ls

• Participate in treatment decisions

• Know your treatment choices

• Culturally competent services, e.g., getting materials that are

translated into a language the beneficiary understands

• File complaints

• Nondiscrimination

• Privacy of personal information

• Privacy of health information
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MEDICARE OVERVIEW EXERCISE

 1. What is Medicare?

                                                                                                                                       

                                                                                                                                       

                                                                                                                                       

 2. What year did the Medicare law become effective?

                                                                                                                                       

 3. Medicare, like Social Secur ity, was never intended to  pay 100 percent of  a reti ree's

needs.  T _____  F _____

 4. Medicare will only pay for services that are                                                                  

                                                                                                                                       

 5. What agency administers the Medicare program?

                                                                                                                                       

 6. What is a Medicare "carrier"?

                                                                                                                                       

                                                                                                                                       

                                                                                                                                       

 7. If a person  is an American citizen  and not disabled, what are the eligib ility

requirements for Medicare?

1.                                                                                                                                    

2.                                                                                                                                    

 8. Describe Medicare's initial enrollment period.

                                                                                                                                       

 9. The date of one's enrollment has no significance as far as the effective date of

coverage.  T _____  F _____

10. Describe Medicare's general enrollment period.

                                                                                                                                       

                                                                                                                                       

                                                                                                                                       

11. Are there penalties for late enrollment in Medicare?  Yes _____  No _____
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12. Describe Medicare's special enrollment period.

                                                                                                                                       

                                                                                                                                       

                                                                                                                                       

13. Who files Medicare claims?  Provider _____  Beneficiary _____
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Medicare
Part A
Hospital
Insurance

Hospital
Coverage

Medicare Part A helps pay for services you receive from a

hospital, skilled nursing facility, home health agency or

hospice program.

1. Medicare Part A is premium free for those who have

accumulated 40 or more Social Security work credits.  One

credit is earned for each quarter in which a specific amount

of income has been earned.  A person who has not worked

may draw on the spouse’s record.  This amount changes

annually.  (See page N-14 for more information on Social

Securi ty work c redits.)

2. American citizens and lawfully admitted aliens who are not

eligible for premium-free Part A may get Part A coverage

by paying a  monthly premium.  (Figures  change annually;

listed figures are for 2004).

a. For those with 30-39 credits, the premium is $189

per month. 

b. For those w ith fewer than 30 cred its, the premium is

$343 per month.  

Hospital inpatient care is covered if a physician prescribes the

treatment, the beneficiary requires care that can only  be received

in a hospital, and Medicare approves the stay.  NOTE:  M edicare

does not preapprove services.

1. PART A BENEFIT PERIOD/DEDUCTIBLE

a. Each Medicare Part A benefit period provides 90

days of hospital care, if needed. 

(1) For days 1-60 the beneficiary pays a $912

deductible (2005).  Medicare will cover 100

percent of the remaining costs of

hospita lization (see note). 

(2) For days 61-90 in a benefit period, Medicare

pays all hospital costs except for $228

coinsurance per day (2005).
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NOTE: Part B charges may also be incurred during     

hospitalization.

b. There are no limits on the number of benefit periods

a Medicare beneficiary can have in a lifetime.

(1) The Part A benefit period is not based on a

calendar year.  A new benefit period begins

each time a beneficiary is out of the hospital

and has not received skilled care in any other

facility for 60 or more consecutive days.

(2) The deductible will apply to each new

benefit period.       

c. In addition to the 90-day renewable benefit period,

each Medicare beneficiary has 60 nonrenewable,

lifetime reserve days. 

(1) Lifetime reserve days can only be used when

the Medicare beneficiary has exhausted the

90 hospita l days allowed  within a benefit

period.

(2) The beneficiary pays $456 per day (2005)

coinsurance for each lif etime reserve  day.

(3) Very few people ever exhaust their 60

lifetime reserve days.

(4) Beneficiaries have the option of whether or

not to use  reserve days.  Use of  reserve days

is assumed unless the beneficiary notifies the

facility in writing that they are not using

reserve  days.  

NOTE:  If the daily cost is less than the reserve day

coinsurance, the beneficiary may be better off not

using reserve days.

NOTE: If the beneficiary is on Medicaid and states that

Lifetime R eserve Days are not to be  used, Medicaid

coverage will a lso be lost.  
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2. PART A SER VICES COVE RED (also see Medicare and You)

a. Semi-private room and board.  (Exception: See Item

3(b)(1)(2))

b. Special care units such as intensive care unit or

coronary care  unit.

c. General nursing services.

d. Drugs administered to you while you are in the

hospital.

e. Lab tests inc luded in the  hospital bill.

f. Radio logy services included in  the hospital bill (i.e .,

x-rays, radiation therapy).

g. Medical supplies such as casts, splints, and surgical

dressings.

h. Operating and recovery room costs.

 

i. Rehabili tation services such as physical the rapy,

occupational therapy, and speech pathology services.

j. Use of appliances (i.e., wheelchairs).

k. Blood  transfusions af ter the fir st three p ints. 

3. PART A SERVICES NOT COVERED

a. Personal convenience items, i.e., television,

telephone (if billed separately).

b. Extra charges for private room unless 

(1) It is medically necessary, or 

(2) It is the only type of room available.

c. The first three pints of blood (unless the blood

deductible has been satisfied under Part B).
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d. Private  duty nurs ing. 

4. MISCELLANEOUS HOSPITAL COVERAGE

a. Care in psychiatric hospital 

(1) Medicare pays for no more than 190 days of

inpatient care in a participating psychiatric

hospita l in a lifetim e. 

(2) Jamestown State Hospital and the Stadter

Center in Grand Forks are Inpatient

Psychiatric Facilities.  They provide inpatient

psychiatric services for the diagnosis and

treatment of mental illness on a 24-hour basis,

by or under the supervision of a physician.  

NOTES: Lifetime reserve days do  not apply to psych iatric

hospitalizations.

Hospitalizations in the psychiatric wing of a medical

hospital are treated as regular medical

hospitalizations.

Outpatient mental health services are covered under

Part B. 

b. Care in foreign hospital

(1) Medicare will help pay for care in qualified

Mexican or Canadian hospitals in three

situations.

 

(a) The beneficiary is in the United States

when an emergency occurs and a

Canadian or Mexican hospital is closer

than the nearest United States hospital

that can provide emergency services.

 

(b) The beneficiary lives in the United

States and the Canadian or Mexican

hospital is closer to their home than

the nearest United States hospital

regardless of emergency cases.
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(c) The beneficiary is in Canada traveling

without unreasonable delay by the

most direct route to or from Alaska

and another state and an emergency

occurs that requires admission to a

Canadian hospital.  (Emergencies that

occur while one is vacationing in

Canada are not covered.)

 

(2) If a Medicare beneficiary plans to travel

outside the United States, he/she should:

 

(a) Check current Medicare supplement

insurance to see if it has foreign travel

emergency coverage.

 

(b) Buy a specialty policy that will cover

them for accidents and illnesses

outside the United States.

 

(c) Contact a  travel agency for a short-

term health insurance policy for

foreign travel.

 

c. Care in a Christian Science Sanitarium

 

(1) Medicare pays for inpatient care received in a

participating C hristian Science sanitarium  if it

is operated or listed by the First Church of

Christ, Scientist, in Boston.  (There are none

in Nor th Dakota.)
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Part A
Skilled
Nursing
Facility
(SNF)
Coverage

Medicare covers nursing home care only under very limited

circumstances.  Medicare defines skilled nursing care as care that

can only be performed by or under the supervision of licensed

nursing personnel.  

1. SNF CO VERA GE CRITERIA

a. A medical professional  certifies that the beneficiary

needs, and actually receives, skilled nursing or

skilled rehabilitation services daily .

b. The skilled services must be ones that, as a practical

matter, can only be provided in a SNF on an

inpatient basis.

c. The beneficiary must have been in a hospital at least

three days in a row (not counting the day of

discharge) before being transferred to a participating

SNF.

NOTE: Days spent in an observation bed do

not count toward the three days of

hospita lization. 

d. The SNF stay is required for a condition that was

treated in the hospital.

e. The beneficiary is admitted to the SNF within 30

days after leaving  the hospital.

f. The facility is a Medicare-certified skilled nursing

faci lity.

2. LEVEL OF CARE/PROG RESS

a. Only skilled nursing home care qualifies for

coverage.  Medicare defines skilled care as a

nursing or rehabilitation therapy service that requires

the special sk ills of technica l or professional health

personnel on a daily basis.

(1) Skilled nursing services include but are not

limited to intravenous feedings; insertion,

sterile irrigation, and replacement of
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catheters; application of dressings involving

prescription medications; and treatment of 

extensive decubitus ulcers (bed sores) and

other widespread skin disorders.

(2) Skilled rehabilitation services include

therapeutic exercises or activities; gait

evaluation and training; ongoing assessment

of rehabilitation needs and potential; and

maintenance therapy.  Care is considered

daily care even if these therapies are offered

five days a week.  

 A service that is ordinarily considered nonskilled

may qualify as a skilled service when  the patient’s

overall medical condition requires that skilled

nursing or  rehabilitation personnel manage or

perform the treatment plan, observe progress, or

evaluate the  need for changes in  treatment.

 Custodial care (assistance with personal needs by

unskilled pe rsonnel) and skilled care  required on ly

once or twice per week do not qualify for cove rage. 

 If the skilled services the beneficiary requires are

nursing services, they must be required seven days

per week to qualify for M edicare  coverage. 

However, if the beneficiary needs skilled therapy

services, and the SNF has them available only five

or six days per week, Medicare’s criteria that the

skilled care be needed daily can s till be met.  

 The Medicare contractor will also require:

(1) That a patient show significant rehabilitation

potential and steady progress; or

(2) That skilled services are necessary to prevent

further deterioration or preserve current

capabilities when full recovery or medical

improvement is not possible.
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3. BENEFIT PERIOD

a. For the 1st through the 20th day, Medicare pays 100

percent of covered costs for a qualified stay.

b. For the 21st through the 100th day, the beneficiary is

responsible for a coinsurance of $114 per day (2005).

NOTE: If the beneficiary is discharged before 100 days have

elapsed  and is readmitted within 30 days of discharge, a

new three-day hospitalization period is not required for

coverage. The beneficiary is then entitled to coverage

for the remaining number of 100 days not used in the

previous stay.  If the beneficiary is out of the hospital or

"skilled" nursing care facility for 60 days or  more, a

new benefit period begins provided the three-day

hospital stay requ irement is met.

If the beneficiary is brought to a non-skilled level of

care during days 1-30, he/she can be raised back to a

skilled level without readmission to a hospital.  If the

benefic iary qualif ies for sk illed level of care during days

31-60, a new 3-day hospital stay is required to continue

the same benefit period.  

4. SKILLED NURSING FACILITY - SERVICES COVERED

a. A semi-private room  (two to four beds in a  room).

b. All meals including special diets.

c. Regular nursing services.

d. Rehabilitation services such as physical, occupational,

and speech therapy.

e. Drugs fu rnished by the facili ty during the stay.

f. Medical supplies such as splints and casts.

g. Use of med ical appliances such as a w heelchair.

h. Blood, after beneficiary pays for first three pints, unless

the benef iciary has previously met the blood deductible

under Part B.
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Part A Home
Health Care

5. SERVICES NOT COVERED

a. Physician services (these are covered under Medicare

Part B).

b. Personal convenience items such as television, radio, or

telephone in the room.

c. Private duty nurses.

d. Any extra charges for a  private room , unless it is

required for medical reasons.

e. The first three pints of blood received unless satisfied

under Part B.

f. Custodial care (see page D-7).

6. SWING BEDS

a. Certain rural hospitals with fewer than 99 beds may

enter into "sw ing bed" agreements.  These agreements

allow beds to be used as either acute (hospital) or

long-term (i.e., skilled nursing) care beds depending on

the patient's needs.

b. This allows rural hospitals to have available skilled

nursing beds for beneficiaries who do no t have access to

skilled nursing facilities.

c. Medicare Part A will reimburse a qualified hospital on a

formula basis, as if it were a qualified SNF.

d. The beneficiary may be responsible for the SNF

coinsurance.

Beginning January 1, 1998, Part A covers only post institutional home

health services for up to 100 visits during a home health spell of

illness (see note on page D-10).  Those persons with Part A coverage

only will be covered for services without regard to the post

institutional limitation.



4/2005D-10

Postinstitutional home health services are services

furn ished to a  Medicare beneficiary:

 After an inpatient hospital stay of at least three

consecutive days, initiated within 14 days after

discharge; or

 After a s tay in a  SNF  initia ted w ithin  14 days

after discharge.

NOTE: Home health spell of illness is the period beginning

when a patient first receives postinstitutional home

health services and ending when the beneficiary has not

received inpatient hosp ital, SNF, or home hea lth

services for 60  days.  

Home health care is the delivery of skilled medical attention to

homebound patients .  

Home health care claims for North Dakota are processed by

Government Benefit Adm inistrators in the R egional Home Health

Intermediary (RHHI).  Beneficiary claims and coverage inquires

should be directed to:

Government Benefit Adm inistrators

Medica re Part A

1201 Zenith Drive, Suite 100

Sioux City, IA 51103-5217

1. PART A HOME HEALTH CAR E CRITE RIA

a. The home health agency must be a Medicare-

participating agency.

b. The patient must be  an eligible Medicare beneficiary

who is under a doctor’s care.  The doctor must

prescribe and authorize the services which are

reasonable and necessary to the treatment of the

patient’s illness o r injury. 

c. The patient must be confined to his/her home.
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Criteria 1 - The patien t’s medical condition res tricts

his ability to leave the home:

 Without the assistance of another

individual; or

 Without the assistance of a supportive

device; or

 Because absences from the hom e are

medically contraindicated.

Criteria 2 - The patient leaves the home:

 Only to receive medical treatment which

cannot be provided in the patient’s

home; or

 Infrequently and for short periods of

time for nonmedical purposes and these

absences do not indicate the patient has

the capacity to obtain health care

provided outside rather than inside the

home.  

NOTE: To be cons idered homebound, both

Criter ia 1 and 2 mu st be met.  

The Benefits Improvement and

Protection Act (BIPA) of 2000 clarifies

that benef iciaries may leave home to

attend a licensed or certified adult day

care without affecting their homebound

status.  The beneficiary may attend

religious services. 

d. The patient must need intermittent skilled

care--nursing care, physical therapy, or speech

therapy.

2. HOME HEALTH CARE BENEFIT 

 Upon referral by a physician, the home health agency

will provide a free evaluation to determine if the

beneficiary qualifies for coverage.
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 Medica re pays 100 percent of covered and medica lly

necessary services.  There is no deductible.

 Claims fo r payment are  submitted by the home health

agency and payment is made direc tly to the agency. 

The beneficiary receives a “M edicare Summary

Notice” showing what was billed; Medicare’s portion

of the bill; and what, if any, charges the individual

must pay.  

3. HOME HEALTH COVERED  SERVICES

a. Part-time or intermittent skilled nursing care.

(1) Considerations for determining whethe r a

service requires the skills of a nurse include:

inherent complexity of the service; condition of

the patient; and accepted standards of practice.

b. Therapy (physical, speech, and occupational).

c. Medical social services (i.e., dietary counseling).

d. Part-time or intermittent care (e.g., bathing and

changing of dressings).

e. Medica l supplies when billed by the home health

agency.

f. Durable medical equipment (subject to 20 percent

coinsurance).

4.   HOM E HEA LTH A IDE SE RVICES (may be  covered if

received in conjunction with skilled care services)

a. To furnish personal care.

b. To maintain a beneficiary’s health.

c. To facilitate treatments.
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Medicare's
Hospice
Care

5. HOME HEALTH SERVICES NOT COVERED

a. Drugs.

b. Homemaker/general household services.

c. "Meals on Wheels" or personal services.

Hospice is a public agency or private organization whose primary

role is to prov ide pain relief  and symptom management to

terminally ill patients.

1. HOSPICE CARE CRITERIA

a. Doctor certifies the patient is terminally ill

(diagnosed as having six months or less to live if the

illness runs its normal course).

b. Patient elects to receive care from hospice instead of

regular Medicare benefits for the terminal illness.

c. Care is provided in a home, hospital, or nursing home

by a Medicare certified hospice.

2. HOSPICE BENEFIT PERIOD

a. Medicare will pay for up to two 90-day periods

followed by an unlimited number of 60-day periods.

b. The Medicare hospice benefit only pays for treatment

for pain relief and symptom management of a terminal

illness.  

(1) Regular Medicare will usually help pay for

treatment not related to the terminal illness.

(2) When you use regular Medicare benefits, you

must pay any required deductibles and

coinsurance.

c. Medicare pays 100 percent of most covered hospice

services.
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d. The beneficiary will have to pay small coinsurance fees

for outpatient drugs and inpatient respite care.

3. HOSPICE SERVICES COVERED

a. Doctor and nursing services.

b. Home health aid and homemaker services.

 c. Medical supplies and appliances.

d. Physical,  occupational, and speech  therapy.

e. Drugs (including outpatient drugs for the purpose of

pain relief).

(1) The beneficiary is responsible for five percent of

the cost of outpatient drugs or $5 toward each

prescription, whichever is less.

f. Counseling.

g. Medical social services.

h. Short-term inpatient care (including  respite care).

(1) The beneficiary pays a minimal per day portion

of the Medicare-allowed rate for inpatient

respite care.

(2) Inpatient respite care is limited to no more than

five days in a row.

Hospice is a public agency or private organization whose primary

role is to prov ide pain relief  and symptom management to  terminally

ill patients.  
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Appeal
Process

How to Appeal Medicare Decisions

If you disagree with a decision on the amount Medicare will pay on a
claim or whether services you received are covered by Medicare, you
have the right to appeal the decision.  The steps you should take
to appeal are discussed below.

Appealing Decision Made by Hospitals and Other Providers of

Part A Services

Hospitals and other providers issue Notice of Discharge and
Medicare Appeal Rights which explain why the provider believes
that Medicare w ill not pay a claim.  This is not an o fficial Medicare
determination so you may ask the provider to get an official
Medicare determination.  The official Medicare determination can be
appealed. Here are the steps:

· Ask your provider to get an official Medicare determination.

· To get an official Medicare determination the provider must
file a claim on your behalf.

· You will receive a Notice of Utilization from Medicare.

· The notice is an official Medicare determination.

If you still disagree, you can appeal by following the instructions on
the Notice of Utilization.

Appealing Decisions Made by Skilled Nursing Facilities

If a skilled nursing facility (SNF) decides that your care cannot be
covered by Medicare, and you disagree, you can insist that the SNF
file a claim with its Medicare intermediary.  This procedure is known

as “demand billing”.

When the SNF submits the demand bill, the Medicare intermediary
will make an official coverage determination.  By requiring the SNF
to submit a demand bill, you protect your right to appeal the
determination made by the Medicare intermediary.

After the initial decision is made on your claim, there are four levels
of appeal:
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· Redetermination:  If you disagree with the initial

determination, submit a written request to your local Social
Securi ty Office within  120 days of the  initial determination. 
If the denial came from the Quality Improvement
Organization (QIO) the letter should go to them.  Include
documents that support your case because a decision will be
based on the documents available for rev iew.  See page N -7
for contact information.  

· Administrative Law Judge Hearing:  If the reconsideration

of your claim  is not in your favor, you  have the right to
request a hearing before an Administrative Law Judge.  The

amount of the disputed claim must be more than $100 for

intermediary appeals and $200 for QIO appeals.  You must

notify Social Security in writing within 60 days of receiving

the reconsideration decision.

· Social Security Departmental Appeals Board Review:  If

the Administrative Law Judge denies your appeal, you may
request a review from a Social Security Departmental Review

Board.  Submit your request within 60 days of receiving the

ALJ ruling.  The Departmental Review  Board m ay elect not to
review the judge’s decision.

· U.S. District Court. If the Departmental Review Board

declines to review your claim or denies your appeal, and the

amount of the claim is greater than $1,000 for intermediary

decisions, or $2,000 for QIO decisions, you may request a

federal court hearing.  You should consult an attorney, and

your attorney must file a court complaint within 60 days of

the Departmental Review Board decision.

Appealing Pre-admission Decisions Made by a Hospital

If a hospital believes that your proposed stay will not be covered by
Medica re, it may decide, without consulting  the QIO, not to admit
you to the hospital.  If this happens, the hospital must give you a
determination in writing.  

If you or your doctor disagree with the hospital’s determination, you
can appeal.  Here are the steps:
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· You have 30 days from the date you  received the hospital’s

determination to ask the QIO to review it.  If you want an
immediate review of the determination, you must ask, by

telephone or in writing, within three calendar days of the

date your received it.

· The QIO will review the hospital’s determination and send
you its determination.

· If the QIO agrees with you and decides Medicare will pay for
your stay, the hospital is expected to admit you.
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SECTION D

REVIEW EXER CISE

 1. Name four areas of Part A coverage.

a.                                                                                                                            

b.                                                                                                                            

c.                                                                                                                            

d.                                                                                                                            

 2. For a person who signs up at age 65 for Medicare and is eligible for Social

Security, what is the current Part A premium?                      

 3. What is the current Medicare Part A deductible?                      

 4. Mr. Smith enters the hospital on January 2 and stays for 20 days.  He is discharged

to his home and after 40 days must return to the hospital for an additional  10 days. 

What are his out-of-pocket costs on the hospital bill?                      

 5. Which of the following services is not covered under Medicare Part A?

a. Operating  room costs

b. Intensive care

c. Drugs while administered

d. Surgeon charges

 6. What is the lifetime maximum benefit for Medicare coverage in a certified

psychiatric hospital?                      

 7. The 61s t - 90th day and  91st - 150th  day of inpatien t hospital care  during a benefit

period are renewable.  T _____  F _____

 8. Under what two circumstances will Medicare pay for a private hospital room?

a.                                                                                                                            

b.                                                                                                                            

 9. While traveling as a tourist in Canada, Medicare will not pay for any Part A

expenses.  T _____  F _____

10. If you wish to travel overseas, what should you do about health insurance?

                                                                                                                                      



4/2005D-20

11. What conditions must be met before Medicare will pay for skilled nursing fac ility

care?

a.                                                         d.                                                      

b.                                                         e.                                                      

c.                                                         f.                                                      

12. Medicare pays for all levels of care in a nursing home.  T _____  F _____

13. There are many elderly persons that need some amount of custodial care but do not

need skilled nursing care.  T _____  F _____

14. How many days can Medicare cover during each benefit period in an SNF?

                    

15. What does Medicare pay for the 21st - 100 th day in an SN F if the stay is

approved?                      

16. What are the requirements for Medicare Home Health coverage?

a.                                                                                                                            

b.                                                                                                                            

c.                                                                                                                            

17. Doctor and nursing services, homemaker services, and short-term resp ite care

services are covered by:

a. Home health care coverage

b. Hospice coverage

c. Skilled nurs ing facility

18. What are Medicare's requirements for coverage of hospice care?

a.                                                                                                                            

b.                                                                                                                            

c.                                                                                                                            

19. A beneficiary may appea l a hospital's decision to deny continued M edicare

coverage for a hospital stay.  T _____  F _____

20. The Prospective Payment System (PPS) is the method by which Medicare pays for

most inpatient hospital care.  T _____  F _____

21. According to federal law, a Medicare beneficiary’s discharge date is determined

solely by “DRGs” or Medicare payments.   T _____  F _____
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22. Mr. Williams is a slightly confused 88 year old man who needs a nurse to draw a

month ly Digoxin level.  H e uses the assistance of  a walker to ambulate.  A

neighbor comes by each evening to drive Mr. Williams to a local café.  The SN

(skilled nurse) feels this may be the only mea l Mr. Williams has each day.  Is Mr.

Williams considered homebound?   Yes _____ No ______

23. Mrs. Cruse is an 85 year  old lady who  needs the nurse to administer her Ca lcitonin

three times a week for treatment of osteoporosis.  Mrs. Cruse is unable to self-

administer the drug due to severe arthritis in her hands.  She requires the assistance

of one pe rson to leave home.  O n Sundays, church members will transport her to

church.  Would Mrs. Cruse meet the homebound criteria as described by

Medicare?   Yes _____ No _____

24. A physician  orders hom e health aide  visits three times per week.  The home health

aide provides services such as the preparation of meals, light cleaning, and taking

out the trash.  The beneficiary lives with an elderly, frail sister who is disabled and

who cannot perform these tasks.  Would home health aide visits be reasonable and

necessary?   Yes _____ No _____
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Medicare
Part B
Medical

Medicare Part B medical insurance covers physicians' services,

outpatient hospital care, ambulance services, prosthetic devices,

medical equipment, and a number of other health services and

supplies not covered by Medicare's hospital insurance.

 

The Part B beneficiary costs include a monthly premium, an

annual deductible, coinsurance, and excess charges.

1. The monthly premium is $78.20 (2005). 

a. The Part B premium is normally deducted from the

Social Security check.

                 

b. For persons who are enrolled in Part B but do not

receive a Social Security check, bills are issued for

premiums every three months.

c. American citizens and lawfully admitted aliens who

are not covered by Social Security and are not

eligible for premium-free Part A of Medicare, pay

the same Part B premium if they choose to purchase

Part B.

2. PART B BENEFIT PERIOD/DEDUCTIBLE

 

a. The calendar year, January 1-December 31, is the

Part B benefit period.  It is  automatically renewable. 

A beneficiary is responsib le for the first $100 of Part

B approved charges in each calendar year.  

b. Payment for services not covered by Medicare and

charges in excess of the Medicare approved charges

do not apply to the deductible.

3. PART B COINSURANCE

                    

a. Medicare P art B pays 80 percent of the charges

approved for coverage.  (Exceptions for lab and

menta l illness are discussed on  pages E -4 and E -6.)

                  



4/2005E-2

Physician
Services

b. A beneficiary  is responsible for 20 p ercent of the

Part B  approved charges for covered services (after

the deductible).

c. A beneficiary must also pay the difference between

the actual charge and the Medicare approved charge,

up to a specified limit, when the physician or

supplier does not accept Part B assignment. These

are called excess charges (more on excess charges

on pages E-18  and E-19).

Part B helps pay for covered services received from a doctor in

his or her office, in a hospital, in a skilled nursing  facility (SNF),

in the home, or any other location in the U nited States o r its

territories.

1. For Medicare purposes, the term "doctor" includes licensed:

a. Physicians (i.e., Doctors of Medicine (M.D.) or

Osteopaths (D.O .)).

b. Denta l surgeons.*

c. Chirop ractors.*

d. Optom etrists.*

e. Podiat rists.*

* Part B coverage for services by this provider

                      is limited.

f. The term "doctor" does not include Christian

Science practitioners or naturopaths.

g. Other "qualified" reimbursable health care

professionals include clinical psychologist and social

worker, physician assistant, certified nurse-midw ife, 

nurse practitioner, and dietician.
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2. PART B COVERED SERVICES OVERVIEW

a. Medical and surgical services including anesthesia.

b. Diagnostic tests and procedures including X-rays.

c. Outpatient hospital services.

NOTE: The Balanced Budget Act (BBA)

changed the hospital outpatient

coinsurance from up to 50% of the

facility’s actual charge to 20% over a

number  of years.  The  Benefits

Improvement and Protection Act (BIPA)

2000 accelerates the phase-down to 40%

by 2006 and clarifies that coinsurance for

all outpatient services provided during a

day may not exceed the Part A deductible

which is $912 per benefit period in 2005.

d. Drugs and biologicals administered by professionals.

e. Medical equipment and supplies other than common

first-aid needs.

f. Visit to physician for second opinion about

recommended surgery for treatment of a M edicare

covered medical condition.

(1) Medicare benefic iaries are encouraged to

seek a second opinion about recommended

nonemergency surgery. If the first two

opinions contradict each  other, Medicare will

help pay for a third opinion.

(2) Medicare pays for a second opinion the same

way it pays for other doctor services (i.e., 80

percent of approved amount; you pay 20

percent coinsurance).
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g. Laboratory serv ices (e.g ., blood tests and  urinalysis) . 

(1) The prov ider must accept assignment.  Part B

pays 100 percent of approved charges for

covered c linical diagnostic tests (excep t in

rural health clinic labs where deductibles and

coinsurance apply).  

(2) These payments do not count toward meeting

the yearly deductible.

(3) Labs may be independent, hospital outpatient

or in a doctor's off ice, and  must be certified.  

3. LIMITED COVERED SERVICES

a. Chiropractic services:  Part B pays for manual

manipulation of the spine to correct a subluxation

(dislocation).  Part B does not pay for x-ray services

provided by a chiropractor.

b. Podiatry serv ices:  Part B does not cover routine

foot care such as cutting or removal of corns or

calluses, trimming nails, other hygiene, and

preventive maintenance care unless the beneficiary

has a systemic disease which would make the

unskilled performance of such procedures

hazardous.

(1) Medicare will cover treatment of injuries or

diseases of the foot such as hammer toe,

bunion deformities, and heel spurs.

4. SERVICES NOT COVERED

a. Routine physical examinations and  tests directly

related to such examinations (exceptions include

Pap smears, mamm ography screenings, and  prostate

screening tests on a specified schedule, and some

examinations provided in federa lly qualified hea lth

centers; see "Other Covered Services" beginning on

page E-10).
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Outpatient
Services

b. Routine foot care (see limited covered services-Item

3(b) above).  

c. Eye or hearing examinations, specifically for

prescrib ing or fit ting hea ring aids or eyeglasses. 

Medicare does cover the first set of lenses after

cataract surgery.

d. Routine immunizations except flu, pneumonia, and

hepatitis B.

e. Cosmetic surgery unless needed because of

accidental injury or to improve the functioning of a

malformed part of the  body.

f. Dental care except for surgery of the jaw or related

structures or setting fractures of the jaw or facial

bones.  Pulling teeth to prepare for radiation may be

covered.

g. Services connected with treatment for alcoholism or

drug  dependency.

h. Acupuncture.

i. Self-administered drugs except some

immunosuppressive drugs and oral cancer drugs.

SERVICES COVERED (PART B)

1. Medical

a. Charges in an emergency room or outpatient clinic.

 

b. Lab tests and x-rays billed by the  hospital.
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c. Medical supplies such as splints and casts.

d. Drugs which cannot be self-administered.

 

e. Blood transfusions furnished to  an outpatient 

beginning  with fourth pint.

 

2. Mental health services are subject to a payment limitation

called "outpatient mental health  treatment limitation".  

a. These services are paid at 50 percent of approved

charges af ter the Part B  deductible  is met.

                  

b. Outpatient treatment of mental illness can be

provided by a physician, a clinical psychologist, or a

clinical social worker.

c. Part B will pay for the treatment of a mental,

psychoneurotic, or personality disorder for an

individual w ho is not an  inpatient.

NOTE: Evaluation  for services  such as psychiatric

testing and evaluation to diagnose the

patient’s illness are not subject to the

limitation . 

3. Rehabili tation therapy 

a. Doctor must prescribe  service, set plan of treatment,

and review the plan on a regular basis.

 

b. The therapy services can be received in one of three

ways:

 

(1) Serv ices can be received in a  physician 's

office.

 

(2) Services can be received directly from an

independently practicing Medicare-certified

physical or occupational therapist in his/her

office or in the home if  such treatment is

prescribed by a physician.  
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Ambulance

(3) Services can be received as an outpatient of a

hospital, SNF, home health agency, clinic,

rehabilitation agency, or public health agency

approved by Medicare.

Part B covers ambulance service in approved vehicles when

transpor tation in another vehicle  wou ld endanger the benef iciary's

health.

1. Medicare will pay for transportation from home to the

nearest hospital or skilled nursing facility or from the

hospital or skilled nursing facility to home.  This coverage

is limited to specific situations:

• The service is considered reasonable and necessary, OR

• Other means of transportation cannot be used due to

medical conditions.  

a. Emergency ambulance transportation to the nearest

facility will be considered by Medicare when the

patient: 

• Suffers from severe pain, bleeding, or shock.

• Is unconscious.

• Must be restrained to prevent injury to self or

another person.

• Has suffered an  accident, injury, stroke, or heart

attack.

• Must remain immobile because o f a bone fracture

or the possibility a bone fracture has not yet been

set.  

• Requires oxygen or other medical treatment

during transport.

b. Medicare covers ambulance transportation in non-

emergencies but only when the  patient is  bed confined . 

Medicare considers one to be bed confined if the patient

is: 

• Unable to get out of bed without assistance.

• Unable to walk.

• Unable to sit in a chair or wheelchair.



4/2005E-8

Durable
Medical
Equipment

2. Medicare will not pay for ambulance use as routine

transportation.

3. Air ambulance may be covered if:

a. The medical condition endangers the life or se riously

imperils the health.

b. Immediate medical treatment is required for survival

or to avoid severe health damage.

c. Land transportation is not available o r would

endanger life or health.

NOTES: For Medicare to pay, a doctor or other medical

professional must certify that a non-emergency

ambulance transport is  medically necessary. 

Certification can occur either before o r after transport. 

Medicare occasionally denies air ambulance claims--

always appeal.

Ambulance claims are generally processed where the

patient originated.

Part B covers durable medical equipment (DME) and supplies under

two general conditions: a physician must order or prescribe the

equipment prior to purchase or rental of the equipment, and the

equipment must be medically necessary.  Most DM E claims are

processed by:

CIGNA  DMERC Medicare

P.O. Box 690

Nashville, TN 37202

1-800-633-4227

cignamedicare.com

1. Durable med ical equipment must be for use in the patient’s

home, be able to withstand repeated use, and primarily serve

a medical purpose.  It includes:

a. Oxygen equipment. 



4/2005E-9

b. Wheelchairs.

 

c. Certain othe r medically necessary equipm ent.

2. Covered supplies/equipment include:

 

a. Prosthetic devices, which are devices needed  to

substitute for an internal organ (i.e., heart

pacemakers), corrective lenses needed after cataract

surgery, and co lostomy and ileostomy bags and certain

related ostomy supplies.

 

b. Artificial limbs and eyes; and arm, leg, back and neck

braces.

 

c. Supplies ordered by a physician in connection with

medical treatment immediately after surgery for a

specified time, e.g., surgical dressings.  Splints and

casts are processed by the local M edicare contractor.

d. Re-agent (test) strips, lancets, and other supplies

necessary for the proper functioning of a blood

glucose monitor (diabe tics).  The amount of lancets

and test strips covered every month depends on

whether or not you use insulin to control diabetes.

• Medicare will also pay for a glucose monitor

machine. 

• Medicare covers one pair per year of

therapeutic shoes and shoe inserts fo r people

with severe diabetic foot disease.  

• Prior to July 1, 1998, Medicare paid for glucose

monitor and other ma terials for insulin

dependent diabetics only.  

• After July 1, 1998, these items are also covered

for non-insulin dependent diabetics. 

• Self-management training is also covered for

diabetics under certain  circumstances .   
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NOTE: Non-insu lin dependent benef iciaries should

have their physician submit a letter stating

when they received the  glucose monitor. 

Otherwise, the carrier will deny claims for the

test strips.

 

3. Noncovered items include:

b. Exercise equipment.

c. Bathtub rails, shower chairs, hi risers.

d. Hearing aids, dentures.

e. Adult diapers or underpads.

f. Support hose, elastic stockings.

g. Telephone alert/communication aids.

h. Most prescription drugs.

i. Routine first aid supplies.

4. Documentation for DME supplies may include:

a. Written order.

b. Written o rder  prior to delive ry.

c. Certificate of Medical Necessity required for some

items.

(1) CMS form with four sections.  Sections B and

D should be completed by physician or staff;

Sections A and C should be completed by

supplier.
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Home Health

Other
Covered
Part B
Services

The Balanced Budget Act (BBA) 97  transferred from Part A to Part

B home health visits tha t are not part o f the first 100  visits

following a beneficiary’s stay in a hospital or SNF.

1. Beginning January 1, 1998, Part A will cover only

postinstitutiona l home health services for up to 100 visits

during a home health spell of illness (see note on page D-10):

a. Except for those persons with Part A coverage only,

who will be covered for services without regard to the

postins titutional l imitation .  

2. Part B covers home health services not associated with a

hospital or nursing hom e stay or if you exhaust the 100  visits

under Part A.

a. The increase in the Par t B premium attributable to

transferred expenditures w ill be phased in over a

period of seven years be tween  1998 and 2004.  

1. Portable diagnostic x-ray services                  

a. Part B covers these serv ices when received  at home if

a physician orders them.

b. Equipment must be provided by a Medicare-certified

supplier.

 

2. Mammography screenings

 

a. Part B covers a yearly  mammography screening for

Medica re beneficia ries over 40 .  The Part B  deductible

is waived.  20% copayment must be paid by

benefic iary.

b. The screening must be taken on assignment.

 

c. Under some circumstances, diagnostic or screening

mammograms may be covered more frequently.

NOTE: If coverage for a diagnostic mam mogram is denied, it

may be worthwhile to appeal.
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3. Pap smears

 

a. The Part B deductible is waived.  20% copayment

must be paid by beneficiary.  Tests may be conducted

every two years.  

 

b. Medicare will cover more frequent screenings if a

physician considers a woman to be at high risk of

developing cervical cancer.

 

4. Colorectal screening

a. For Medicare beneficiaries over 50 an annual

screening fecal-occult blood test is covered.

b. For Medicare beneficiaries over 50, one screening

flexible sigmoidoscopy every four years is covered or

every two years if at high risk.

c. Screening colonoscopy every four years or every two

years for high risk individuals.  Effective July 1, 2001,

the screening is available for those of average risk for

colon cancer. 

NOTE: A physician may substitute a barium enema for the

sigmoidoscopy or co lonoscopy.

5. Bone mass measurements

a. Medicare will cover bone mass measurement for

certain high risk Medicare beneficiaries.

6. Vaccines

a. Flu.

b. Pneumonia.

c. Hepatitis B.
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Participating
Physician/
Supplier
Program

Assigned
Claims
vs.
Unassigned

7. Effective  January 1, 2000, Medicare covers  a yearly prostate

cancer screening test for male Medicare beneficiaries over

age 50.  Coverage includes the following:

 Screening digital rectal examination - This test is a

clinical examination of an individual’s prostate for

nodules or other abnormalities of the prostate.

 Screening Prostate Specific Antigen blood test (known

as PSA) - This test detects the marker for

adenocarcinoma of the prostate.

Each year CMS invites providers to enter "Participating Physician/

Supplier Agreements."  Providers who sign these agreements accept

assignm ent on a ll claims for Medicare patients for that year. 

Providers can "sign up" as participating providers in December for

the following year.

Carriers publish a Medicare Participating Provider/Supplier

(MEDPARD) d irectory listing all part icipating  providers in the  area. 

To access the MEDPAR D Direc tory:   www.noridianmedicare.com. 

Approved C harge (also called "reasonab le" or "allowable" charge ).

1. The approved charge is the amount set by the Medicare fee

schedule for covered services and supplies and upon which

Part B payment is  based. 

2. The Assigned Claim .  Definition:  A physician or supplier

accepts "assignment" for a claim when he or she accepts

Medicare's approved charge as full payment.  Medica re

generally pays 80 percent of the approved charge and the

benef iciary is responsible  for 20 percen t.  

NOTE: The "approved charge" is Medicare's 80 percent plus

the benefic iary's 20 percent.

a. With assignment, the beneficiary pays only 20 percent

coinsurance (after the $110 deductible).
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b. The beneficiary is not responsible for any excess

charges (i.e., the  difference between the Part B

approved charge  and the provider's actual charge).

c. Providers must accept assignment for anyone on

Medical Assistance (Medicaid).

EXAMPLE OF ASSIGNED CLAIM FOR PART B

SERVICES:

Mr. Anderson's bill for surgery totaled $1,500

Part B Approved $1,000

The surgeon accepted assignment, so 

Mr. Anderson is not responsible for 

paying any excess charges.

If Mr. Anderson has met his $110 deductible:

    -   Medicare pays 80% of the approved 

charge ($1,000 x 80%) $  800

    -   Mr. Anderson pays the 20% 

coinsurance ($1,000 x 20%) $  200

NOTE: When providers accept assignment, they receive no

payment for the excess over the allowable charge.

d. Providers choose whether o r not to accept assignment. 

A nonparticipating provider may accept

assignment on a case -by-case  basis.  In most cases,

the beneficiary must ask the provider about accepting

assignment.  (See section on Participating Physician/

Supplier Agreemen ts, page E-17.)

3. Claims process for assigned claims

a. The provider must file the claim with Medicare.

b. The carrier sends a Medicare Summary Notice (MSN)

to the beneficiary detailing the charges from the

assigned claim.  
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c. The carrier pays the provider directly (i.e., sends a

check to the provider for 80 percent of the approved

charge).  Beneficiary handles no checks from

Medicare under an assigned claim.

4. The Unassigned Cla im.  Definition:  If a physician or

supplier does not agree to accept Medicare's approved charge

as the total charge, it is called an unassigned claim.

a. The beneficiary may be responsible for a portion of

the excess charge over the approved charge (in

addition  to the 20  percen t coinsurance payment). 

b. Beginning in 1991 , providers a re limited to allowable

caps except in states which have implemented

mandatory assignment or stricter balance billing

limits.  The current limit on charges is 15 percent of

the Medicare  approved charge.  

NOTE: Limiting charges do not apply to all Par t B

providers.

c. The physician or supplier may ask the patient to pay at

time of service.

5. Claims process for unassigned claims

a. The provider  must fi le the cla im with  Medicare.  

b. Carrier sends a Medicare Summary Notice  (MSN) to

benef iciary detai ling the various charges .  

c. Attached to the MSN is a check to the beneficiary for

80 percent of the approved charge.

d. The beneficiary should  cash the check or endorse it to

the provider.  The beneficiary must pay the

provider  the amount due  directly  (the Medicare

amount, the  coinsurance, and the excess charge, if

any).

e. Since 1993,  MSNs have included a line item listing

the 15 percent lim iting cha rge or excess charge.  
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Private
Contracting

f. A nonparticipating provider must give the beneficiary

an "estimate" before elective surgery over $500.

g. If the physician does not provide this  information in

writing before the procedure, he/she cannot charge for

any amount above the Medicare approved charge.

EXAMPLE OF UNASSIGNED CLAIM FOR

PART B SERVICES:

Mr. Anderson's bill for surgery totaled $1,500

Part B Approved $1,000

The surgeon did not accept assignment, so

Mr. Anderson is responsible for pay ing the excess

up to 115%  of the approved amoun t.

If Mr. Anderson has met his $110 deductible:

Medicare pays 80% of the approved 

charge ($1,000 x 80%) $  800

Mr. Anderson pays the 20% coinsurance

($1,000 x 20%) $  200

Plus the excess up to 115% of the 

approved charge ($1,000 x 115%) $  150

NOTE:  Approved charges usually are less than actual

charges.

Section 4507 of  the Balanced Budget Act of 1997 allows doctors

to enter into private contracts to provide Medicare-covered

services to Medicare  benef iciaries.  

1. Medicare  law has alw ays allowed beneficiaries to go to

the doctor of their choice.  Nothing  in Section 4507 limits

choice of doctors fo r beneficiaries in traditional fee-for-

service Medicare.
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2. Section 4507 only applies to Medicare-covered  services. 

It does not prohibit beneficiaries from seeing their doctor

for non-Medicare covered services such as annual exams

and eye exams.  Doctors can set their own rates for non-

covered services even if they receive  Medicare payments

for providing Medicare-covered services to the same or

other benefic iaries.  

3. Section 4507 adds a third payment possibility for

Medicare-covered services.  Section 4507 allows doctors

to opt out of M edicare and to  enter into private

contracts with beneficiaries to provide Medicare-

covered services at a rate set by the doctor.  A doctor

may accept M edicare assignment, submit a bill directly to

Medicare, and be paid at the Medicare payment rate.  The

beneficiary only pays the copayment and deductible.  If the

doctor does not accep t assignment, the doctor  may also bill

the beneficiary for up to 115 percent of the Medicare

approved rate. 

4. Section 4507 comes with a price for the doctors.  In

exchange for being able to set their own rate schedules,

doctors must agree to g ive up Medicare payment for all

patients for two years after entering into the private fee

arrangement.  Doctors must also inform beneficiaries that

they will not be reimbursed by M edicare or a Med icare

supplemental policy for the services they will receive, even

though the services are covered by Medicare.

5. The two-year opt out provision and the notice

requirement were designed to protect Medicare

beneficiaries.  Beneficiaries will know when they enter

into a private contract and  before they receive the health

services that they will be personally responsib le for the fu ll

amount of the bill.  Doctors will not be able to pick and

choose which beneficiaries to treat based on financial or

health status.
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Medicare
Record
Keeping

It is important that beneficiaries keep de tailed records of Medicare

transactions.  This assists the beneficiary in determining the

amount of benefits due and in understanding Medicare payment

decisions.  Use the Claim Information Sheet on page E-30 or some

other payment record form.

1. What to record:

a. When service was received and from whom:

(1) Date.

(2) Provider.

(3) Service(s) plus all itemized bills.

b. When claim was submitted:

(1) The date the claim was mailed, the date and

charges for each service listed in the claim,

and the provider of these services.

(2) The beneficiary should  keep a copy of claim

form, a copy of itemized bills, and the

original MSN.

NOTE: If your Medicare supplement company or another

provider requests the original MSN, be sure to keep

a copy.

c. When service was paid for and to whom:

(1) Date and amount paid.

(2) What service(s) the payment covered.

(3) Receipt for payment listing the above.

d. When correspondence was sent:

(1) Copies of written communications and a

record of telephone calls showing date, time,

person, and agency of each telephone inquiry.
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Appealing
Decisions
Made by
Carriers on
Part B
Claims

After the initial determination on your Part B claim which will be

explained on the Medicare Summary Notice (MSN),  there are five

levels of appeal available as explained below:

1. Carrier Redetermination:   If you disagree with the

carrier’s initial determination, request the carrier review

your case within 120 days of receiving the M edicare

Summary Notice that contained the carrier determination

you are appealing.

2. Carrier Hearing:   If you want to appeal the decision of

the carrier review, you may request a hearing.  The hearing

must be requested within 60 days of receiving notice of the

results of the  review.  The carrier hearing office r will

review the evidence and may conduct a telephone or

personal interview before making a decision if requested.

3. Administrative L aw Jud ge Hearing:   If you disagree

with the decision made during a carrier hearing and the

amount o f your disputed  claim is at least $100, you may

request a hearing before an Administrative Law Judge.  To

file for a hearing, you must send written notice to CMS or

your local Social Security office within 60 days of

receiving the carrier hearing officer’s decision.

4. Social Security D epartmenta l Appeals Board Review : 

If you disagree with the Administrative Law Judge’s

decision, you may request a review before the Social

Security Departmental Review Board within 60 days of

receiving notice of the Administrative Law Judge’s

decision.  The Departmental Review Board may elect not to

review your case.

5. U.S. District Court:   If you disagree with the decision

made by the Departmental Review Board and there is at

least $1,000 in dispute, you can request a fede ral court

hearing.
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Fraud and
Abuse
Issues

Fraud and abuse occur in part because of the inherent

complexities of the Medicare program, unscrupulous providers,

and limited funding to develop and implement program

safeguards  to dete r abus ive pro viders .  In recent yea rs, efforts to

combat fraud and abuse have become much more consistent and

high profile.

A. Definitions

1. Fraud is an intentional deception or misrepresenta-

tion of servic es to obta in som e bene fit of mon etary

value.  The most frequent kind of fraud arises from

a false s tatem ent or m isrepresentatio n related to

entitlemen t or paym ent und er the M edicare

program.

2. Abu se is inciden ts or practice s of prov iders

incon sistent w ith acce pted sound  med ical,

business, or fiscal practices.  The practices may

directly  or indirectly resu lt in unn ecess ary co sts to

the program, improper payment, or payment for

services that fail to meet professionally recognized

standards o f care, o r that are  med ically

unnecessary.  Abuse involves payment for items or

services when there is not legal entitlement to that

payment and the provider has not knowingly or

intentionally m isrepresented  the fac ts to ob tain

paym ent.

B. Com mon  Me dicare R ip-offs

1. Billing for services or supplies that were not

received.

2. Offers of free testing or screening in exchange for

your M edicare n umb er.

3. A pro vider perform s servic es that e xceed wh at is

needed.

4. A provider offers or accepts referral fees from

anoth er prov ider in excha nge fo r the refe rral.
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5. A pro vider m isrepresents th e serv ices bille d to

Medicare.

6. Cha rges to a  client/pa tient for filling  out cla im

forms.

7. Excessive charges for services or supplies.

8. Claim s for serv ices tha t are no t med ically

necessary.

9. Offers to waive the 20 percent coinsurance or

deductible.

C. Detecting Fraud and Abuse: Things to Look For

1. Home Health Agencies/Hospice:   Look for

 Beneficiaries who are not homebound* (see

definition below) but who are receiving

home health services.

 Beneficiaries who are not terminally ill but

are enrolled in hospice.

 Residents of board and care homes or

assisted living facilities receiving home

health care from the same HHA.

Always review MSNs to insure services billed

coincide with service provided.

*Homebound does not necessarily mean

bedridden.  The condition of a homebound patient

is such that there exists a normal inability to leave

hom e and  leaving hom e requ ires a co nside rable

and taxing effort.  A patient may still be

conside red hom eboun d if absen ces from  hom e are

infrequen t or for period s of relatively s hort

duration, primarily for the purpose of receiving

medical treatment.  Occasional absences for

nonm edical p urpos es would s till allow a  person to

be considered homebound as long as they are on

an infrequent basis or of relatively short duration
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and do not indicate that the patient has the

capacity to obtain the health care provided

outside, ra ther th an in  the home.  

Generally, a beneficiary will be considered to be

hom eboun d if a cond ition due to  illness or injury

restricts ability to leave the home except with the

aid of supportive devices (crutches, canes,

wheelchair, walker), the use of special

transportation, or the assistance of another person

or if the person's condition means leaving the

home is medically contraindicated.

2. Clinical Labs:   Look for

 "Free" services billed to Medicare or other

insurers.

 Date s of serv ice (for lab claim s shou ld

generally  be w ithin 7-10 d ays of a

practitioner visit; lab services must be

ordered by a physician or other licensed

practitioner).

Always review MSNs to insure services billed

coincide with services provided.

3. Hospitals:

 Review MSN s to insure services billed

coincide with services provided.

 Review itemized statements from the

hospital to assure that the patient has not

been charged for items not provided.

NO TE: Remem ber that for inpatient services,

the itemized charges usually do not

have a n impact on the  Me dicare

reimb ursem ent.
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4. Ambulance:   Look for

 Ambulatory patients requiring regular

medical services (e.g., dialysis) being

transported by ambulance.

Always review MSNs to insure services billed

coincide with services provided.

5. Physicians/Practitioners:   Look for

 Statements by beneficiaries that no

physician was present at any time during the

service or that s/he has never seen the

physician / practitioner.

 Payments (in cash or in kind) in return for

providing the Medicare number or for

visiting a clinic or office.

 Compare the physician statement provided

at the time of service to the services shown

on the MSN.

Always review MSNs to insure services billed

coincide with services provided.

6. Mental Health Services:   Look for

 Group therapy sessions where recreational

or diversional activities are being provided.

 The p resence  of mental health p roviders

with patients who are non-communicative

or canno t benefit from  psyc hotherapy (e.g .,

patients in coma or in late stages of

Alzhe imer's).

Always review MSNs to insure services billed

coincide with services provided.
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7. Nursing Facilities:   Look for

 Kits marked for individual patients used for

other patients or held in extremely large

supply in storage areas.

 Therapies being provided to groups of

patients  (may  be billed  to M edica re as if

provided  individua lly).

 Therapies being provided to patients who

cannot benefit from the services.

 Every patient having the same medical

equipmen t.

 Patient file access provided to persons who

are no t actual p ractitione rs for specific

patients.

8. Durab le Me dical Eq uipment Sup pliers:   In

facilities look for DME  items that have been

provided to all or most residents.

 Does it appear that the consumer requires

the supplies or equipment received?

 Did the supplier waive co-pays and

deductibles in the absence of financial

need?

 Wa tch for fra udule nt attem pts to obtain

Medicare numbers.

 Be w ary of " free" se rvices b illed to

Medicare or other insurers.

Always review MSNs to insure services billed

coincide with services provided.
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D. Reporting Fraud and Abuse

1. Part A:  Contact the intermediary (Noridian

Administrative Services) at 1-800-663-4227.

2. Part B:  Contact the carrier (Noridian

Admin istrative Services) at 1 -800 -663 -422 7.  

OR

3. For either Part A or Part B:  Write Medicare Fraud,

4305 13 th Ave SW , Fargo, ND 58103-3309.

4. Hom e Hea lth/Hosp ice:   Con tact the interm ediary

(Gov ernm ent B enefit A dmin istrators) o r write

Me dicare P art A C orresp onde nce, 1201 Z enith

Drive, Suite 100, Sioux City, IA 51103-5217.

5. DME :   Contact CIGNA Medicare at 1-800-663-

4227 or write CIGNA Medicare, P.O. Box 690,

Nashville, TN 37202.

6. Call the Na tional T oll-Free  Num ber:  

1-800-H HS-T IPS (447 -8477).

In most cas es, the c ustom er serv ice rep resen tative w ill

ask you to describe the situation or circumstances.  They

will want to be sure there is not a billing error or other

simple mistake or misunderstanding.  In some cases, the

customer s ervice r epresentative  will have a list o f spec ific

question s to ask you.  Th is is the type o f situation w here

you will need to have a signed authorization form (if you

are not with the beneficiary at the time of the call) and

the contracto r may  require  a phy sical co py of it.

You and/or the client can remain anonymous.  Recognize

that if you do, the con tractor m ay be  limited  in how  far it

can pursue the investigation and you will not receive

information as to the outcome.  Providing your name

does  not m ean it w ill be given to the indiv idual o r entity

being investigated.





4/2005E-31

MEDICARE PART B
MEDICAL INSURANCE EXERCISE

  1. What type of med ical services does Medicare Part B cover?

                                                                                                                                      

  2. What is the monthly premium for Medicare Part B?                      

  3. Medicare Pa rt B coverage for eligib le beneficiaries  is optional.  

T _____  F _____

  4. The Part B calendar year deductible is                                                                       

  5. Medicare pays 80 percent of  approved charges on  most covered Part B services.  

T _____  F _____

  6. Explain Medicare's "approved charges".

                                                                                                                                      

  7. A "nonparticipating physician"  may accept assignment on a case -by-case basis.    

T _____  F _____

  8. When providers accept assignment, they accept Medicare's payment of 80 percent of the

approved charge as payment in  full for the service.  

T _____  F _____

  9. Medicare will pay for x-rays furnished by a chiropractor.  T _____  F _____

10. Denta l care services covered  by Medicare are  very limited.  

T _____  F _____

11. List several doctor's services covered under Part B.

                                                                                                                                                 

                                                                                                                           

12. Who is responsible for the portion of a physician's bill that is not paid by Medicare?           

                                                                                                        

13. Medicare will pay for p rescription drugs  purchased at the local pharmacy.  

T _____  F _____

14. Medicare pays 80 percent of the approved charges for treatment of outpatient mental

illness.  T _____  F _____
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15. If you are  unhappy with you r looks, M edicare  will be happy to pay for a facelift. 

T _____  F _____

16. What are two conditions that must be met for Part B to cover durable medical equipment

and supplies?

a.                                                                                                                           

b.                                                                                                                            

17. What are some of the preventive health care services covered by Medicare?

                                                                                                                                                 

                                                                                                                                                 

                                                                                                                                                 

                                                                                                     

18. Physicians or practitioners can have private contracts with some Medicare beneficiaries

but not others.   T _____  F _____

19. The three payment options available to physicians as of January 1, 1998, are accepting

assignment, not accepting assignment, and _______________________.
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SECTION F

MEDICARE PART D
PRESCRIPTION DRUG BENEFIT
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Medicare
Supplement
Insurance
Introduction

Medicare was established as a "major medical" insurance plan . 

Deductibles and coinsurance were  built in and some costs (e .g.,

outpatien t prescrip tion drugs) were excluded entirely.

Medicare supplement insurance was crea ted to cover costs

excluded by Medicare and to coordinate with Medicare.  Employer

retiree plans, group policies, HMOs, and other managed care plans

were encouraged to offer programs and coverages that coordinated

with Medicare.

Medicare Advantage plans may also be available as a means of

provid ing Medicare  services and f illing the  gaps in  Medicare. 

Medicare Advantage plans are discussed in Section G.

1. Medicare supplement insurance is:

a. Also called "Medigap" or "MedSup".

b. Private insurance, NOT sold by the governmen t.

c. Defined and regulated by both state and federal

governments.

d. Sold by many companies.

e. Standardized.

f. Generally not needed by folks who are eligible for

Medicaid or Qualified Medicare Beneficiaries

(QMB).

2. All Medicare supp lement insurance polic ies coordinate

benefits with Medicare.  Except for select benefits,

Medicare must recognize the expense as "eligible"

before the supplement policy will pay.

NOTE:  Some retirees, including retired federal employees, have

many plans from which to choose depending on their type of

employment, length of service, and date of retirement.  Some plans

serve as M edicare supplements w hile others may actually

substitu te for M edicare .  It is necessary to investigate each

individual situation carefully.
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Medicare
Supplement
Standard-
zation

Until 1992, there were dozens of different Medicare supplement

policies.  While all policies were required to cover Part A and

Part B coinsurance, insurance companies added a variety of other

benefits and combined them in  many diffe rent ways.  Th is made it

very difficult to compare policies and prices.

1. In 1992, by order of Congress, the variety of Med icare

supplement policies was reduced to 10 identified by the

letters A through J.

a. Every state in the country has adopted almost

identical rules prescribing the specific benefits of

each of the 10 plans.

b. North Dakota allows all 10 plans to be sold.  Any

company selling any Medicare supplement policies

must sell Plan A.  They may sell any combination of

the other nine plans.

c. No matter what company you buy from, the benefits

under each plan will be the same (see chart on page

G-15).  As an incentive to buy policies, some

companies add “bells and whistles” such as

prescription drug discoun ts.  These added items a re

not part of the benefits and are not regulated or

approved by the North Dakota Insurance

Department.

d. Premium prices and service records can vary

considerably from  company to company.

2. Three states--Minnesota, Massachuse tts, and Wisconsin--

implemented state standardization.  Policies sold in those

states may vary from Plans A-J.

3. Folks who bought pre-standard policies (any policy

purchased before January 1, 1992) are not affected in any

way--unless they want to switch their old policy for a

standard one.  They should not make such a switch without

good reason.
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Medicare
Supplement
Open
Enrollment

(a) Any time a change in policy is considered, clients

should be sure they are accepted by the new

company before canceling the old one.

(b) Many Medicare supplement companies have

converted policyholders to one of the standardized

plans.  

Insurance companies often ask health-related questions and based

on your answers, decide whether or not to sell you the insurance . 

The process is called "underwriting" and most policies are

underw ritten. 

1. As a protection for M edicare beneficiaries, Medicare

supplement policies have an open enrollment period.  For

this open enro llment period, the company must accept you

for any policy it sells, at its lowest price for customers in

your age group.  If you have had a break of more than 63

days coverage , a company may impose up to a six-m onth

waiting period for coverage of pre-existing conditions.

NOTE: Companies may have different rates for male

and female applicants .  

NOTE: In North Dakota, a smoker applying during

the open enrollment period will receive non-

smoker rates.

2. To qualify for the open  enrollment period, you must:

a. Be at least 65, and

b. Purchase  a Medicare supplement po licy within  six

months of the  Part B effective date as shown on

your Medicare card.

3. For those who work past age 65, are covered by an

employer group health plan, and delay joining Part B, the

open enrollment period begins when Part B coverage

begins.
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4. Medicare supplement for under 65

a. Disabled people can begin receiving M edicare

before they turn 65 (refer to page C -3).  However, in

North Dakota they are not eligible for Medicare

supplement open enrollment until they turn 65.

b. Companies a re not required to sell Med icare

supplement policies to persons under 65.  CHAND

may be an option for those who have been refused

insurance (see Section K ).

5. In the past, when an insured reached Med icare eligibility

(age 65), issuers of comprehensive health coverage

typically canceled the comprehensive coverage and offered

Medicare supplemental coverage instead, or the insured

was responsible for finding supplemental coverage on

his/her own.

a. Since the passage of  the Health  Insurance  Portability

and Accountability Act in 1996, insurers are no

longer allow ed to cancel the comprehensive health

coverage of Medicare eligibles.

b. New requiremen ts raise severa l concerns: 

(1) Individuals risk losing their six-month open

enrollment window for medicare supplement

coverage.  This may make it impossible for

them to purchase a Medicare supplement policy

in the future if they are not in good health.

(2) Comprehensive health coverage is almost

always more expensive than a Med icare

supplement policy.  

(3) Comprehensive health coverage does not

always coordinate with M edicare so consumers

end up paying for duplicate coverage.

You must evaluate your options for supplementing

Medicare very carefully when turning age 65.
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Minimum
Require-
ments

Plans and
Premium
Comparison

Minimum standards for Medicare supplement policies (basic

benefits):

1. Plans must pay for either all or none of the Medicare Part A

inpatient deductible (first 60 days).  Plan A pays none of the

Part A deductible; all other plans pay it in full.

2. Plans must pay the daily coinsurance amount for days 61-

90 of a hospital stay per benefit period (Part A).

3. Plans must pay the daily coinsurance amount for the 60

nonrenewable lifetime reserve days (Part A).

4. Plans must pay 100 percent of covered services up to 365

lifetime days for stays when Medicare hospita l benefit is

exhausted.

5. Plans must pay for the first three pints of blood under Part

A or B.

6. Plans must pay the 20 percent coinsurance amount under

Medicare  Part B  after a $110 (2005) deductible.

The Insurance Department maintains Internet web pages that

contain current lists of Medicare supplement insurance policies

approved in North Dakota.  The information includes the rating

assigned to the company by AM Best as well as the company’s

telephone number.  The address is www.state.nd.us/ndins.  Then

click on “Consumers”.  See pages G-17 to G-22 for samples of

standard plans.  

If Internet access is not available, premium comparisons may be

reques ted by telephone  or mail and the results w ill be mailed. 
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Consumer
Protections

Medicare supplement plans update each year when M edicare

deductibles and coinsurance change.  This may mean a premium

"update" as well!  It is not necessary to purchase a new Medicare

supplement policy to accomm odate yearly changes.

1. Medicare supplement policies coordinate with Medicare.

2. All policies must be guaranteed renewable.  That means the

company cannot cancel the policy if you  pay your premium in

a timely manner.

3. All MedSup plans must pay claims that occur six months

or more after a policy's effective date regardless of whether

the claim arose from a  "preexisting  condition"  (i.e., six

months is the maximum preexisting condition waiting period

a company may impose ).  If, however, a benefit is included in

the new policy that was not in the old policy, a waiting period

of up to six months–unless prohibited by your state–may be

applied to that particular benefit.

4. If an agent or company sells a policy to replace a Medicare

supplement the consumer already has, the replacing insurer

shall waive any time period applicable to the preexisting

condition waiting period in the new Medicare supplement

policy or certificate to the extent such time has expired under

the original policy (i.e., if a policy has been in force for six

months or more, no additional waiting period may be

imposed--even if the waiting period was shorter in first

policy).

5. Open enrollment (see page G-3).

6. All policies must clearly disclose the benefits and letter of

plan (A-J).  Standardized  outlines including the 10 plan  chart

(page G-15) must accompany all solicitation materials.  The

company's chart will highlight the plans being offered by that

company.  The outline should also show the premium for

each policy the company is selling.

7. All policies must allow the buyer to cancel a policy without

penalty during the 30 days after receiving the policy.  The

"free-look" provision starts from the day the insured

receives the policy.
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Other
Policy
Features

8. Premium comparison information, upda ted as needed, is

available, on the Insurance Department website,

www.state.nd.us/ndins, or by calling 1-800-247-0560, for

compan ies selling Medicare supplement insurance in N orth

Dakota.  

9. Suspension of MedSup for Medicaid eligibles

a. Insurance companies must inform a Medicaid eligible

person that a  MedSup policy is not usually necessary.

b. If a person with a MedSup plan purchased on or after

November 1, 1991, becomes eligible for Medicaid,

that company must suspend coverage (upon written

request of the policyholder) and waive the premiums

during the time the policyholder is eligible for

Medicaid, not to exceed a period of 24 months.

c. If within the 24-month suspension period the person

loses Medicaid benefits, the company (upon written

request) must reinstate an equivalent policy without

any new preexisting condition waiting period and at

the appropriate premium had no  suspension of bene fits

taken place.

10. Toll-free line for complaints 

a. If you suspec t violations of MedSup marketing or

have a complaint about agents or companies which

say they represent M edicare , call the North D akota

Insurance Department at 1-800-247-0560 or CMS

at 1-800-633-4227 (1-800-MEDICARE).

Crossover and claims handling

1. Some companies have "crossover" contracts with

Medicare.  Af ter Medicare pays its share of the  bill, Medicare

sends the claims directly  to the supplement insurance

company.

a. If your doctor or supplier accep ts Medicare

assignment, you may request the supplement
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benefits be paid directly to the provider even if there

is no crossover contract.  The provider must include

your Medicare supplement policy number and

company on the Medicare claim  form.  The claim

form must be signed  by the insured .  Medicare will

process the claim and send it to the Medicare

supplement company for processing.

b. Clinics/doctors (providers) are not required  to file

Medicare supplement claims--some do.

c. Medicare sends a "Medicare Summary Notice”

(MSN) to individual client for Part B serv ices. If

there is no crossover arrangement or the benef iciary

has not given Med icare supplement information to

the provider and signed the Medicare claim form,

the individual must then send a copy of MSN, along

with a claim form (if company requires one) to the

benefic iary’s  MedSup company.

c. Payment may go to the person or provider depending

on the terms of policy or on arrangem ents made  with

the company or prov ider.

d. Keep original MSN s or copies.

NOTE:  The Insurance D epartment has a list of the  electronic

crossover in surers licensed in North  Dakota, o r you may call

Medicare at 1 -800-663-4227 to find out if an insure r is on the  list.  

2. State regulation

a. All Medicare supp lement po licies must be  filed with

and approved  by the Sta te Department of Insurance.  

b. To make sure policies meet the state's legal

requirements, the Department's policy analysts look

at:

(1) Forms.

(2) Advertisements and solicitation materials.
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(3) Rates (see also Loss R atios - page G-10).

3. Premiums

a. Medica re supplement premiums are estab lished in

different ways:

(1) Attained age .  This is currently the most

common approach for MedSup.  The

premium is scheduled to increase

automatically as you get older.  When you

purchase the policy, there are increases

scheduled for each year or for every few

years.  There may also be rate increases based

on the company's "experience" .  

(2) Issue age.  The premium is set when you buy

the policy.  If you buy at age 65, you w ill

always pay the company's premium for 65

year olds.  The premium may increase for

reasons other than age (e.g., experience).  The

initial premium may be higher than with an

attained age policy, but over time an issue age

policy may be more economical.

(3) No age or community ra ting.  Premiums are

the same for all customers, regardless of their

age.

b. Medica re supplement premiums are likely to

increase, if only to reflect changes in Medicare.

c. A company can ask the Insurance Department for

permission to increase the rates for all customers at

the same time.

(1) The company must be able to show that the

increased premiums are required to cover

increased expenses.

(2) When the Insurance Department reviews a

company's rates, it looks at loss ratios--how
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Medicare
Select

much of the money collected in premiums

was actually paid in claims.

(3) Individual policies must have a loss ratio of

65 percent--for every dollar the company

collects from consumers, 65 cents must be

paid in claims.  Group policies have  to meet a

75 percent loss ratio.

(4) If a company's loss ratio is too low (for

example, it pays only 50 cents out of every

dollar on claims), the Insurance Department

will require the company to issue refunds to

all customers.

Medica re Select was created by Congress in  1992 and initially

availab le in only 15 states, including  North  Dakota.  

In 1995, Congress approved expanding  Medica re Select to all

50 states for three years.  In 1998, the Secretary of Health and

Human Services made Medicare Select a permanent option.

 Medicare Se lect policies require you to use "network

providers".  

 If you go outside the network for non-emergency

services, Medicare Select may reduce the benefits or

pay noth ing.  

 Medicare Select is typically sold by HMOs, but other

insurance companies  also offer it. 

1. Medicare select benefits:  A-J

Although it may be sold by an HMO, the benefits of

Medicare Select must generally be identical to one of the 10

standard Medicare supplement plans.  In exchange for

seeing a "network provider" (a physician who has agreed to

be part of this plan), you pay a lower premium.
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Replace-
ment and
Duplication
of Medicare
Supplement

2. Select complaints

Medicare Select plans include a grievance procedure, which

must be described in the outline of coverage.

3. Medicare select premiums

Premiums for Medicare Select should  be lower than for the

same p lan without Select's netw ork restr ictions.  

Buyers must shop care fully and com pare premiums to

decide whether the p remium reduction (if any) is enough  to

make up for the restrictions on doctors and hospitals they

can use.

Insurance policies do not need to be replaced just because

something new is available.  Sometimes, however, it does make

sense to switch.

1. To protect consumers against frivolous policy switching,

state regulations require the in surance agent or company to

fill out a "replacement notice" (sample page G-23).  Both

the agent/company and the buyer must sign the form.

2. It is a federal cr ime for an  insurance agent or com pany to

knowingly sell a Medicare-eligible person a second

Medicare supplement plan.  If you want to improve your

Medicare supplement benefits or decrease your premium

costs, do not purchase an additional policy; replace the one

you have.  

a. Do not drop the old policy until you know you have

the new one.  That means waiting until you have

actually received the new policy before you cancel

the old one.

3. Many specialized or "limited benefit plans" duplicate some

coverage provided by Medicare and MedSup.  These plans

and the regulations governing them are discussed in more

detail in Section G.



G-12 4/2005

Medicare
Supplement
Claims
Problems

KEEP ORIGINAL MSNs

Balanced
Budget Act
of 1997

In case of M edicare supplement payment prob lems (i.e., if

payments are not made according to benefits described in the

policy), send a written complaint to the company stating:

  Nature o f procedure/se rvice/supply.

 Amount Medicare paid.

 Policy provisions or limits.

 Why policyholder feels claim should be paid.

 Include copy of MSN and policy specific

information (claim processing number, policy or

contract number).

 If you are still not satisfied after the company

responds, call the Insurance Department Hotline at

1-800-247-0560 or send a letter and copy of your

correspondence with the company to the North

Dakota Insurance Department, 600 East Boulevard,

Dept. 401, Bismarck, ND 58505-0320.

The Balanced Budget Act of 1997 (BBA 97) made a number of

changes to Medicare supplement insurance options.  Two new

Medicare supplement options are described here:

 BBA 97 provides for two  high deductible M edicare

supplement plans.  These will offer the benefit package of

either Plan F  or Plan J, except for the  high deductible

feature.  The high deductible is $1,690 in 2004 and may be

increased by the  Consumer P rice Index in subsequent years. 

The beneficiary would be responsible for expenses up  to

this amoun t.  Currently, a few  compan ies in North  Dakota

offer the high deductible plans.

Additional options and protections, called Medicare Advantage

and guaranteed issue p rovisions may be  found  in Section G.  



G-13 4/2005

Do's and 
Don'ts in
Supple-
menting
Medicare

DO insist on a simple outline of the policy which describes the

benefits offered.  Under law, this outline must be given to a

beneficiary when he o r she applies for health insurance and before

paying or when you receive the policy if purchased through the

mail.  READ IT CA REFULLY.  

DO compare the costs and benefits of plans offered by several

insurance companies before buying any heal th insurance policy.

DO find out if the providers you use will regularly accept

assignment before deciding on  a policy.  This information w ill

help in comparing the benefits of various plans.

DO be very careful about buying a policy on the basis of its skilled

nursing home coverage.  No standardized Medicare supplement

policies cover the custod ial care mos t older persons receive in

nursing homes.

DO read the policy carefully.  If for any reason the beneficiary

wishes to cancel the po licy, he or she should return the  policy to

the insurance company by registered mail within 30 days of

receipt.  With in the 30-day free-look pe riod, the com pany is

required to refund all premiums paid for that policy.  

DO call the State Insurance D epartment if an agent has used unfair

or dishonest sales practices.  Toll-free in North Dakota:  1-800-

247-0560.

DO understand how your employer's group plan will supplement

Medicare.  Be aware that employers are not required to provide--or

continue to provide--health coverage for retirees.

DON 'T listen to an agent who says the policy pays for everything

that Medicare does not pay.  No such policy exists.

DON 'T believe the agent who says that a policy offers coverage

not listed in the outline of coverage.

DON 'T listen to the agent who uses pressure or implies you 

need to  act fast o r lose the  policy.  

DON 'T buy any policy that pays only daily "indemnity" or

"per-day" benefits, or policies that pay only in the event that you
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have a specific disease, like cancer, until you have  seriously

considered a  good comprehensive Medicare supplemental po licy.

DON'T keep poor policies simply because one has had them a

long time.

DON 'T buy more than one Medicare supplement policy.

DON 'T pay cash for insurance; write a check or money order

payable only to the company, not the agent.

DON 'T buy from unsolicited door-to-door salespersons until at

least checking out the agent's creden tials by calling the N orth

Dakota Insurance Department Consumer Hotline at 1-800-247-

0560.

DON 'T buy from an agent who gives the impression that he or she

is from a government agency.  No agents are affiliated with any

government agencies.  If an agent gives you this impression,

contact the State Insurance Department, since it is an illegal

practice.
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SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE
According to [your application] [information you have furnished], you intend to terminate existing
Medicare supplement insurance and replace it with a policy to be issued by [Company Name]
Insurance Company. Your new policy will provide thirty (30) days within which you may decide
without cost whether you desire to keep the policy.
You should review this new coverage carefully. Compare it with all accident and sickness coverage
you now have. If, after due consideration, you find that purchase of this Medicare supplement
coverage is a wise decision, you should terminate your present Medicare supplement coverage. You
should evaluate the need for other accident and sickness coverage you have that may duplicate this
policy.
STATEMENT TO APPLICANT BY ISSUER, AGENT [BROKER OR OTHER
REPRESENTATIVE]:
I have reviewed your current medical or health insurance coverage. To the best of my knowledge,
this Medicare supplement policy will not duplicate your existing Medicare supplement coverage
because you intend to terminate your existing Medicare supplement coverage. The replacement
policy is being purchased for the following reason (check one):

_____ Additional benefits.
_____ No change in benefits, but lower premiums.
_____ Fewer benefits and lower premiums.
_____ Other. (please specify)
________________________________________________________________________

1. Health conditions which you may presently have (preexisting conditions) may not be
immediately or fully covered under the new policy. This could result in denial or delay of a
claim for benefits under the new policy, whereas a similar claim might have been payable
under your present policy.

2. State law provides that your replacement policy or certificate may not contain new
preexisting conditions, waiting periods, elimination periods, or probationary periods. The
insurer will waive any time periods applicable to preexisting conditions, waiting periods,
elimination periods, or probationary periods in the new policy (or coverage) for similar
benefits to the extent such time was spent (depleted) under the original policy.

3. If you still wish to terminate your present policy and replace it with new coverage, be certain
to truthfully and completely answer all questions on the application concerning your medical
and health history. Failure to include all material medical information on an application may
provide a basis for the company to deny any future claims and to refund your premium as
though your policy had never been in force. After the application has been completed and
before you sign it, review it carefully to be certain that all information has been properly
recorded. [If the policy or certificate is guaranteed issue, this paragraph need not appear.]

Do not cancel your present policy until you have received your new policy and are sure that you want
to keep it.
____________________________________________________
(Signature of Agent, Broker or Other Representative)*
[Typed Name and Address of Issuer, Agent or Broker]
____________________________________________________
(Applicant’s Signature)
_________________________
(Date)
*Signature not required for direct response sales.
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MEDICARE SUPPLEMENT
REVIEW EXERCISE

 1. Medicare supplement insurance is  sold by the government.  

T _____  F _____

 2. Companies can se ll Medicare supplement plans w ith any combination of benefits

they choose.  T _____  F _____

 3. List the basic benefits available under Medicare supplement Plan A.

a.                                                                                                                        

b.                                                                                                                        

c.                                                                                                                        

d.                                                                                                                        

 4. How m any of the standardized M edicare supplement p lans may be sold in North

Dakota?                      

 5. Since Medicare supplement insurance was standardized, premiums as well as

benefits must be identical from company to company.  T _____  F _____

 6. Describe the Medicare supplement open enrollment period.

                                                                                                                                      

                                                                                                                                      

                                                                                                                                     

 7. If you change Medicare supplement companies after your policy has been in force

for two years, you  may be subject to  a new preexis ting condition waiting pe riod.  

T _____  F _____

 8. You have 40 days from the time you receive a policy during which you can cancel

it and receive a full refund of premium paid.  T _____  F _____

 9. Providers must file Medicare  supplement insurance claims.  

T _____  F _____

10. What does M SN stand for?
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11. What are the three ways Medicare supplement premiums are set?  Explain each

briefly.

                                                                                                                                      

                                                                                                                                      

                                                                                                                                     

12. Describe why consumers should be cautious if replacing a Medicare supplement

policy or purchasing policies that may duplicate coverage.

                                                                                                                                      

                                                                                                                                      

                                                                                                                                     

13. A Medicare beneficiary may purchase as many Medicare supplement policies as

he/she chooses.  T _____  F _____
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Alternatives
to Private
Individual
Medicare
Supplement

Managed
Care

In some cases, seniors have alternatives to Medicare and Med icare

supplement policies available to them.  In addition, there are

various specialty insurance products on the market which are often

marketed to senior adults.  Further discussion follows.

Managed care is not new.  It was originally developed to provide

coordinated care in a cost effective way (1973); designed to

control rising costs.

In 1995, over half the U .S. population and 69%  of workers were

enrolled in some type of managed care plan.

About 12% (2002) of M edicare beneficiaries are  enrolled in

managed care.

Health care and financing are handled by the same

entity/organization.

Managed care organizations o r plans contract with CMS to

provide Medicare benefits to enrollees.  Plans must provide all

benefits  prov ided by Medicare; they may provide additional

benefits.

1. To Qualify for a Medicare Managed Care Plan

 Must have both Part A and Part B of Medicare and
continue paying Part B premium.

 Must live in the area served by the plan (designated
by county or zip code).

 Must no t be receiving  hospice ca re (can choose if
already covered by  plan).

 Must not have end stage renal disease (plan must
cover care if already enrolled).

2. How It Works

 You enroll in the managed care plan.
 You select a primary care physician from  the plan’s

list of providers (also called a gatekeeper).
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 Your care is coord inated by the primary  care
physician –  he or she m ust refer you  to specialists if
needed.  Without a referral, the plan generally won’t
pay.

 You m ay be charged a copayment for doctor v isits
or other services.

 The plan coordinates bills and payments.

3. Costs

 Medicare Part B premium.
 Monthly prem ium for the managed care plan if there

is one.
 Copayments for services if required.

NOTE: Managed care plans often offer preventive
benefits and other services that are not
covered by Medicare, e.g., prescription
drugs*, vision, dental.

*Most plans have some type of limit on the

amount of drugs that will be covered.

4. Managed Care Plans Cannot Refuse to Enroll You

Because of Health, Disability, or Preexisting Conditions

Except as on  Page H-1

Managed care plans must have at least one 30-day open
enrollment period each year.  Many offer continuous open
enrollment.

Managed care plan benefits and costs may change from
year to year.

5. Summary

Under a Medicare Managed Care plan you may pay lower
costs and receive additional benefits in return for agreeing
to see the physicians and use the fac ilities on the plan ’s list.
If you enro ll in a Managed Care plan and  later decide to
disenroll, you may have difficulty finding a private M edicare
supplement.  There are some circumstances that may allow
you to enroll in certain Medicare supplement plans without
difficulty.
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Medicare
Advantage

All Medicare beneficiaries everywhere  continue to  have access to
original Medicare and private Medicare supplement (though open

enrollm ent is limited).  If you are happy with your current

arrangements, you do not need to change.

Medicare Options

 Original M edicare/M edicare Supplement (discussed  in
Sections D, E, and F)

 Managed  Care
--   Health Maintenance Organization (HMO)
--   Provider Sponsored Organization (PSO)
--   Preferred Provider Organization (PPO)

 Private Fee for Service (PFFS)
 Medical Savings Account (MSA)

1. Medicare HMO must provide the sam e benefits available

with original Medicare.  Beneficiary agrees to use  providers
who a re part of the HM O netw ork.  

You choose a Primary Care Physician (PCP) who coordinates
your care.  The PCP must authorize your care (including
hospitalization and specialist care).  If you receive other than
emergency or urgent care outside the network, neither the
plan nor M edicare will pay (excep tions:  wom en’s health
specialist; Heart of America HMO ).

In exchange for these “restrictions”, beneficiaries (usually)
receive more benefits and lower costs (Medicare supplement
not necessary).

Point of Service (PO S):   Managed care plans may or may
not offer a Point of Service option.  This allows the
beneficiary to receive services out of the network with higher
out-of-pocket paym ent requirem ents.  Each  plan may handle
the POS benefit differently.  There is no standardization and
no plan is required to offer a POS.

2. Provider Sponsored Organization (PSO) is a group of

doctors and hospitals that form the ir own organization to
enroll and treat Medicare beneficiaries.  Works like an HMO
in that you agree to receive care within the network.
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3. Preferred Provider Organization (PPO) is a network of

providers set up by the  health plan . If you choose to go to
providers not in the network, the plan will pay less of the
cost; you are responsib le for the rest.

4. Private Fee for Service (PFFS) is a private insurance policy

that pays providers for each service (similar to original
Medicare).  You receive services from any  provider.  The
PFFS plan covers the cost of your care according to its own

fee schedu le.  You may be billed up to 15% more than the
plan’s fee schedule.  

You pay a monthly premium in addition to the Part B
premium.  There are no limits on how much the plan can
charge  in prem ium.  

This is not managed care.

5. Medical Savings Accounts (MSA) consist of a high

deductible health insurance policy and a bank savings
account.  After the deductible is met, the insurance policy
must pay for all services covered by Medicare (except
hospice care).

You select a high deductible po licy (maximum $6,000 in
1999) and arrange for the savings account.  Medicare pays
the monthly premiums of the high deductible policy and
deposits the difference between that amount and what they
would otherwise pay a plan in your area into your MSA
savings account.

Money in the savings account is available to pay for medical
services (whether or not they are covered by Medicare - but
only M edicare  covered services coun t toward the deductible ). 
When the deductible is met, the insurance policy covers your
care.  Money in the savings account is tax free and grows tax
deferred.  Money not used in one year rolls over into the next
year.

There are no limits to what providers can charge and no
limits on  premiums charged  by the in surance company.  

Those selecting this option a re locked in for one year.
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Guaranteed
Issue for
Eligible
Persons 

An MSA may be a network or non-network plan.  It is a four-
year demonstration project with a maximum enrollment of
390,000 beneficiaries.  As of now, none are available.

6. Private Contracting:  See page  E-20 in your SHIC  manua l.

Eligible Persons - Six Categories:

1. A person enrolled under an employee welfare benefit plan

that provides health benefits that supp lement the benefits

under Medicare or the plan is primary to Medicare and the

plan terminates or ceases to provide all such supplemental

health benefits  to the ind ividual.  

 Can purchase Medicare supplement plan A, B, C,

or F from any company.

2. A person enrolled in a Medicare Advantage plan and

circumstances permit discontinuance of enrollment (any

one):

a. Plan’s certification ends or plan no longer provides
services in the  area; 

b. Enrollee moves out of the service area;

c. Plan violates contract provisions or is misrepresented
in marketing;

d. Other exceptional conditions provided by the
Secretary of Health and Human Services.

 Can purchase Medicare supplement plan A, B, C,

or F from any company.

NOTE: This guaranteed issue provision  also applies to
Medicare beneficiaries under 65 but only companies
that sell to under 65 market are required to offer the
coverage.  
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3. A person enro lled in a Medicare risk or cost HMO , Medicare
Select, or demonstration project and circumstances permit
discontinuance of enro llment:

a. Plan’s certification ends or plan no longer provides
services in the  area;  

b. Enrollee moves out of the service area;

c. Plan violates contract provisions or is misrepresented
in marketing;

d. Other exceptional conditions provided by the
Secretary.

 Can purchase Medicare supplement plan A, B, C,

or F from any company.

4. A person has a Medicare supplement (Medigap) plan and
enrollment ends because: 

a. The com pany becomes insolvent or bankrupt;

b. The company substantially violates a provision of the
plan;

c. The company or agent materially misrepresents the
insurance policy during the marketing of the policy.

 Can purchase Medicare supplement plan A, B, C,

or F from any company.

5. A person has a Medicare supplement (Medigap) plan and:

a. The person terminates their Medigap coverage
(voluntarily); and

b. The person enrolls in a Medicare Advantage plan,

Medica re risk or cost H MO, or Medica re Select for

the first time; and

c. The person then disenrolls from the plan within the
first 12 months of enro llment (voluntary).
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Retirement
Plans

 Can purchase the Medicare supplement plan they

previously had from the company they were

previously with.  If that plan is no longer available,

they can purchase A, B, C, or F from any company.

6. A person becomes eligible for Medicare Part B benefits at
age 65 and:

a. Enrolls in a Medicare Advantage plan;

b. Then disenrolls from the plan within 12 months of
first enrolling; and

c. Goes to original Medicare.

 Can purchase any plan offered by any company.

To qualify for guaranteed issue options, a person  must:

1. Apply w ithin 63 days of termina tion or disenrollment.

2. Issuer cannot deny or put conditions when issuing a
plan.

3. Cannot discriminate in pricing the plan.

4. Cannot exclude benefits for preexisting conditions.

Plans are required to notify beneficiaries of their rights for
guaranteed issue Medicare supplement insurance.

Group insurance coverage is a common employment benefit.  Some

compan ies may continue to provide health insurance coverage to

retired employees.

1. Employment related plans are individualized for each

company or organization and vary widely.  There are no set

standards they must mee t.

2. Employer retirement plans may offer benefits that

supplement Medicare and may cover expenses excluded by
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Medicare or private MedSup insurance (especially preventive

care and prescription medication).

3. Employer retirement plans do not have to conform to state or

federal Medicare supplement rules.

4. Employer plans may change or even eliminate retirement

benefits due to increasing costs or other factors.

5. If a company "self insures," the coverage is not actually an

insurance policy and is not regulated by the Insurance

Department.  The Department of Labor regulates self-insured

plans under Employee Retirement Information and Security

Act (ERISA) regulations.  A company tha t self-insures is

covering employees’ health care claims from the company’s

assets/profits.

a. If an employer with a self-insured retirement plan goes

out of business, retirees w ould have  to look for p rivate

MedSup insurance (may qualify for guaranteed issue

Medicare supplement under Category 1 - see page H-

5). 

6. If an employer health insurance plan is available to you after

retirement, here are some questions and issues to consider:

a. Does the plan appear to be secure or is the employer

cutting back on benefits?

b. Does the plan cover the retired person's spouse or

other dependents?

c. Will the spouse/dependent be covered if the retired

person dies?

d. Are there lifetime maximums in the employer's plan? 

If so, how much of them have been used?

e. What are the deductibles or copayments of the

employer's plan?

f. Does the employer plan provide dental, vision,

hearing, or other coverage?
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Group
Policies

g. Does the  employer plan require use of certain

providers?

h. Does the plan cover prescription drugs?  

i.  How much does the plan cost per month?

7. To fu lly analyze an employer plan , you must review a

current copy  of the plan's benefit booklet.  This can be

obtained and additional questions answered by human

resource departmen t staff or an employee benefit coordinator.

8. For assistance with claims resolution for self-insured plans,

North Dakotans may call the Kansas City Regional office of

the Department of L abor at (816 ) 426-5131 (nationw ide toll-

free 866-444-3272) or they may write:

Employee Benefits Security Administration 

U.S. Department of Labor Regional Office

City Center Square, Suite 1200

1100 Main Street

Kansas City, MO 64105

A group policy is a contract between the insurance company and an

organization, usually an employer or association.  (An individual

policy is a contract between one person, the "policyholder", and an

insurance company).

1. The organization has a "master contract" and is the

"policyholder".

a. The organization enrolls members or employees who

become "certificate holders".

b. The price of group coverage is often--bu t not always--

lower than  similar coverage in an individual contract.
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c. Group policyholders can--and do--make changes in

their contracts which affect certificate holders.  For

example , the group policyholder might decide  to

switch compan ies or simply to stop offering members

anything.

2. When the Group Plan Ends

a. When an employer terminates a group plan, the

insurance company may make a conversion option

available to employees.  That is, the employees may

have the option of converting to an individual plan of

insurance.

3. When a Member Leaves the Group

a. When employment is terminated, the employer must

allow the employee to continue insurance coverage

(subject to meeting certain requirements) for a period

of time with the employee paying the premium. 

Consolidated Omnibus Budget Reconciliation Act

(COBRA) ex tensions under federa l law apply to

companies with 20 or more employees.

(1) The CO BRA extension for a “normal”

termination is 18 months.

(2) In the case of disability, the COBRA extension

is 29 months.

(3) In the case of death or divorce, dependents and

spouse are allowed a 36-month extension.

(4) State rules apply to companies with 19 or fewer

employees and require a 39-week extension.

b. The insurance company may also offer a conversion

option when employment or the extension ends.

c. An extension of coverage may terminate when the

covered individual qualifies fo r Medicare.  However, 
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Limited
Benefit 
Plans

if the individual is covered by Medicare and

becomes eligible for COBRA, they may be covered

by both.  Please keep in mind enrollment in Part B of

Medicare triggers the six-month open enrollment for

Medicare supplement insurance.

4. When O ne Spouse is Medicare Eligible

a. If a Medicare eligible ind ividual is covered under a

working spouse's employer group plan, and

employment ends or the plan is terminated, the

Medicare eligible spouse would enro ll in Medicare

and have  their six-month open enrollment period in

Medica re supplement.

b. If the group carrier offers Medicare supplement

insurance, they might provide a conversion option

(i.e., allow the Medicare eligible spouse to convert

from the group coverage to a Medicare supplement

plan).

5. When the Group Switches

If the group policyholder switches insurance companies, the

new company must offer coverage to everyone who was 

covered under the old group policy, with continuous

coverage and no new conditions.  All preexisting conditions

covered under the old contract must be covered under the

new contract.  However, the new policy might (and

probably will) have different benefits.

There are  a number of other types o f insurance policies available

to senior adults.  T hese may or may not be appropria te purchases. 

All should be evaluated carefully with consideration given to cost

vs. benefits provided and if those benefits are part of other

coverage the c lient has .  

Federal legislation passed in August 1996 clarified provisions

related to duplication of coverage and also required  disclosure

statements (included on  pages H -19 - H-33).    
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Federal law still prohibits selling duplicate Medicare supplement

policies .  Policies which duplicate benefits available under

Medicare  are exemp t from the prohibition if they pay  benefits

directly to the beneficiary without regard to other coverage

and if the application contains a clear statement disclosing the

extent to which the policies pay benefits for services that are

also covered by Medicare.

1. Specific Disease/Accident Policies

                  

a. Pays only if the person contracts the disease, such as

cancer, or  has an acc ident named in  the policy.

 

b. This type of plan does not provide basic coverage.

(1) Advantages

(a) May not restrict coverage to Medicare-

covered expenses.

(b) Premiums tend to be low because

benefits are so limited.

(2) Disadvantages

(a) Pays only in the event the beneficiary

contracts the  specified d isease or is

involved in  a specific accident.

(b) May duplicate coverage available

through Medicare and Medicare

supplement.

(c) Coverage generally does not keep pace

with inflation.

(d) May limit total amount of coverage.

2. Hospital/Medical Expense Indemnity Policy

 

a. Pays a set cash amount or a percentage of the

medical expenses while the patient is hospitalized. 



4/2005H-13

b. May pay added benef its--part of the cost of priva te

duty nurse or an amoun t per day while a person is

confined  to an SNF intensive care unit or bu rn unit.

(1) Advantages

(a) Coverage easy to understand.

(b) Available to people under 65 years of

age.

(c) Premium rates tend to be stable over

time and less than a M edicare

supplement.

(d) Pays cash to beneficiary, which can be

used for other medical expenses.

(2) Disadvantages

(a) Not as comprehensive as a Medicare

supplement policy or HMO (e.g., does

not pay anything towards doc tor bills).

(b) May reduce benefits after age 65 or 70.

(c) Coverage fails to keep  pace with

inflation and the rising costs and

changes in Medicare cost-sharing

provisions.

(d) Updating coverage to match M edicare

cost increases results in increased

premiums.

(e) Generally, only covers periods of

hospitalization with other types of care

not covered.

(f) Most no t tailored to cover the specif ic

gaps in Medicare.
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(g) Often does not begin to pay until a

certain day of hospitalization or status

as nursing home inpatient, decreasing

policyowner's likelihood of ever

collecting any benefits.  Some policies

have a maximum number of days or a

maximum payment amount.

(h) As the average length of stay for

inpatient hospital care decreases, the

value of this type of policy decreases.
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QUESTIONS/CHECKLIST FOR THOSE

CONSIDERING HMO COVERAGE

 1. What is the monthly premium?    

Low option __________  High option _________

Will I have to pay copayments?  If so, how much and what for?

Low option: __________________________________________________

________________________________________________

High option: __________________________________________________

________________________________________________

 2. What are the differences between the low and high option benefits?

__________________________________________________________________

________________________________________________________________

 3. What portion of the doctors are board certified or board eligible? _______

 4. Do you have specialists in: Gerontology _______

Mental health _______

Ophthalmology _______

Orthopedics _______

Surgery _______

____________________ _______

____________________ _______

____________________ _______

What if I need a specialist that is not connected with the HMO?

__________________________________________________________________

________________________________________________________________

Will the HMO pay for a second opinion? _______

Does it have to be f rom an HM O doctor? _______

 5. How many doctors work with the HMO? _______

How many doctors left the HM O last year? _______

 6. Can I choose my primary doctor from those working with the 

HMO or will I be assigned someone? _______
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Are there any restrictions on whom I can pick? _______

Can I switch doctors? _______

Is there a limit on how often I can switch? _______

 7. Do I have a choice of locations? _______

How long does it take to get there? _______

Is it difficult to get there from home? _______

 8. Will  Medicare pay for care I  get f rom a provider or facili ty 

not connected to the HMO? _______

 9. Do nurse practitioners or physician assistants handle 

routine office visits? _______

Are the nurse practitioners or physician assistants 

specially trained to work with older patients? _______

What happens if I want to see a physician instead?

__________________________________________________________________

________________________________________________________________

10. How long does it usually take to get an appointm ent 

with a primary doctor? _______

How long does it usually take to get an appointm ent 

if I need to see a specialist? _______

How long does it take to get an appointment for a check-up? _______

11. Are the entrances wheelchair accessible? _______

Are there staff members who speak: Sign language _______

German _______

Norwegian _______

Russian _______

Spanish _______

____________________ _______

12. What are your regular hours? _______

Are all services available at all hours? _______
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Where do I go for medical care after hours?

__________________________________________________________________

________________________________________________________________

Can I call my doctor or physician extender with questions 

about my care? _______

Are there special times set aside for these calls? _______

13. Are these services ava ilable at the same location as my doctor?

Eyeglasses ___________

Health education ___________

Laboratory ___________

Pharmacy ___________

X-ray ___________

____________________ ___________

____________________ ___________

14. Where will I go for hospital care? _______

Does this hospital have  an intensive  care unit? _______

Which nursing homes are used? ______________________________

______________________________

15. Do I have to get permission before being treated 

for nonemergency care when I am aw ay? _______

What do I do if I need care while out of town?

__________________________________________________________________

________________________________________________________________

What paperwork do I need to submit to get reimbursed 

if I receive care while out of town?

__________________________________________________________________

________________________________________________________________

Do these papers have to be turned in within a certain time? _______

How long does it take to get reimbursed? _______

16. What pe rcentage of HMO members dropped out 

voluntarily last year? _______
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17. How m uch notice  will I need to  give if I want to drop out? _______

When will my notice become effective?  Can I rejoin 

the HMO  later? _______

18. Are there conditions that the HM O will no t treat?

__________________________________________________________________

________________________________________________________________

19. What are the most common types of complaints that are made about the HMO?

__________________________________________________________________

__________________________________________________________________

_______________________________________________________________

20. How many members are there? _______

How many are Med icare beneficiaries? _______

How long have you been providing M edicare services? _______

Is there a member Advisory Committee? _______

Are Medicare beneficiaries on the committee? _______

Do members have a seat on the Board o f Directors? _______

Which groups are represented on the board?

__________________________________________________________________

__________________________________________________________________

_______________________________________________________________

Which local businesses belong?

__________________________________________________________________

__________________________________________________________________

_______________________________________________________________

NOTE: It is suggested that you visit the HMO to gather your own impressions and

make your own judgment.  You may also want to visit with current

members on whether they would recommend the HMO and what they

like/dislike about the services or staff.
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OTHER HEALTH INSURANCE EXERCISE

TRUE OR FALSE

 1. An HM O assigns a primary doc tor to each member. T   F

 2. Since a company that “self-insures” the health coverage it provides T   F

for employees/retirees actually covers claims from  the company’s

assets/profits, the plan would not be regulated by the  North Dakota

Insurance Department.  

 3. Limited benefit plans must pay benefits directly to the    T   F

beneficiary without regard to other coverage.

 4. HMOs do not cover emergency care received outside T   F

of their network.

 5. HMOs often provide services that Medigap policies T   F

do not cover (e.g., preventive care).

 6. A limited benefit insurance policy should be the f irst priority T   F

of seniors when assessing their insurance needs.

 7. Retirement health plans tha t are coordinated benef its plans are T   F

the most generous and least common type of retirement plans 

because they generally cover whatever Medicare does not cover.

SHORT ANSWER

 8. _____________________________ provides for ex tension of a health plan for a

specified period of time in cases of termination of employment, disability, death,

or divorce.  

 9. The ______________________________ is a retirem ent health p lan available  to

Medica re benefic iaries who were employed by the Sta te of Nor th Dakota and paid

into the P ublic Employees Retirement System.  

10. Explain why premiums for limited benefit plans are generally quite low.
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11. Name four criteria for eligibility in a Medicare HMO.

a.                                                                                                                        

b.                                                                                                                        

c.                                                                                                                        

d.                                                                                                                        

12. ______________________________  insurance p lans are heavily marketed to

seniors  and of ten dup licate Medicare  and M edicare  supplement coverage.  

MATCHING

_____   13.  Provider network a. A primary physician in an HMO

who coordina tes a patient’s care

_____  14. Health maintenance within the service network.

organization

 b. The amount a consumer is

_____  15.     Balance billing billed for a particular service

when the provider is 

_____  16. Gatekeeper reimbursed by the insurer at

a rate lower than charged.

_____  17. Case management

c. Comprehensive medical

_____  18. Disclosure statement services provided by a 

designated network of providers

on a monthly prepaid basis.

d. The channeling of all medical

information into one file per

patient, and the review and

supervision of each patient 's

medical care by one primary

physician.

e. A group of health care

professionals who have agreed to

provide services to an HMO or

insurer at a specific rate.

f. Statement which discloses how

the benef its of a limited benefit

plan duplicate Medicare coverage.
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What Is
Long-Term
Care?

The term "long-term care" describes a wide range of services

intended to provide for the health, personal care, and social needs

of chronically ill or infirm individuals.  Long-term care may

become necessary as a  result of pro longed illness, injury leading to

disability, or aging.  

1. Long-term  care can range from simple help  with daily

activities at hom e (e.g., bathing  and dressing) to highly

skilled nursing care.  It can be provided in a variety of

settings.

2. We usually think of long-term care as being in a nursing

home--and nursing home care is a significant part of long-

term care.  Other services which may help people live at

home or  outside a nu rsing home include:  

 Assisted living facilities.

 Basic care fac ilities. 

 Home health care.

 Home and community based services waivered

services.

 Adult day care.

 Adult family homes.

 Congregate care  facilities or continuing care

retirement communities (CCRCs).

 Personal care.

NOTE: The State  Health Department Division of Health

Facilities brochure “Choices in Care” describes

several options.  It may be obtained by calling

(701) 328-2352.
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Who Will
Need Long-
Term Care?

Not all individuals will need long-term care.

1. There are a number of factors that are likely to influence

whether or not an individual will need nursing home care.

a. Women are more likely to need nursing home care. 

Women live longer, making them more  likely to

develop chronic hea lth problems and more likely to

live alone.  Approximately 72 percent of nursing

home residents are women, with 84 percent of them

being w idowed, single , divorced, or separated .  

b. Elde rly widows and widow ers are five times more

likely to enter a nursing home than their married

counterparts.

c. Family and individual health history plays an

important role in determining future risk of needing

long-term care . 

(1) Circulatory disease is the primary diagnosis

at admission for about 30 percent of nursing

home residen ts.  

(2) It is estimated that over 60 percent of nursing

home residents have some level of cognitive

impairment or senility.

2. Traditiona lly, long-term care  has been  provided  informally

by spouses, family, friends, and neighbors and 75 percent

of all long-term care is provided by family members. 

Reliance on fam ily for long-term care is becoming  more

difficult because:

a. Women have traditionally provided most informal

long-term care for family members and an increasing

number of women now work outside the home.

b. Families are more geographically scattered and

family size is smaller.
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c. Spouses and children of persons needing long-term

care (age 85+) are themselves o lder and less  able to

provide ca re and support.

3. The need for long-term care will grow in the years ahead

because people are living longer.  Interestingly, the older

you are, the longer your life expectancy:

a. An average 50 year old can expect to live to 83 years.

b. At 60, life expectancy is 84.2 years.

c. At 70, life expectancy is 86 years.

d. At 80, life expectancy is 89.5 years.

e. At 90, li fe expectancy is 95 years.  

4. Most nursing home stays are short, e.g., recuperation

from an acute condition (heart attack or broken hip)

before returning home.  These shorter stays have been

encouraged by the way M edicare  pays for hospital care. 

(Remember, Medicare pays hosp itals a flat rate for a

particular condition, regardless of how long the patient is in

the hospital.  This encourages hosp itals to discharge patients

as early as possible, often to nursing homes.  Also, see page

D-15 for information provided to Medicare beneficiaries

when  hospita lized.)

a. National sta tistics indicate tha t 45 percen t of all

people over 65 will spend some time in a nursing

home.

(1) Five percent will spend  one to two years

confined,

(2) Nine percent will spend between two and five

years confined, and 

(3) Less than 20 percent will spend more than

three years in a nursing home.  
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Cost and
Financing
of Long-
Term Care

b. The average length  of stay in a nurs ing home in

North Dako ta is one year.

c. The number of persons with more than one nursing

home stay is significant.  Nearly half of all persons

discharged from a nursing home will reenter at

some point in their life.  Twenty-five percent had

three or more admissions in their lifetime.

Not many older adu lts can afford long-term care costs for very

long.

 

1. The average cost of a year in  a nursing home in North

Dakota is about $50,000 ($137 per day).  (Daily rates may

vary depending  on leve l of care  required.)

2. Medical inflation is generally double regular inflation and

has averaged eight percent over the last five years.  At that

rate, a nursing home costing $130 per day today would cost

$606 per day in 20 years.

3. Nationally, just over one-half of all nursing home expenses

are paid out-of-pocket by individuals and their families.

4. Slightly less than one-half of nursing home expenses

nationally are paid by state Medicaid programs.

 

5. Medicare pays less than less than four percent of nursing

home bills in North Dakota.
 

6. Medica re supplement insurance and em ployer health

insurance seldom pay anything toward nursing home care.

 

7. Private long-term care (nursing home) insurance paid less

than two percent of nursing hom e expenses nationally in

1987.  In North Dakota, as of 1995, about four percent of

nursing home expenses were paid by long-term care

insurance.

The following  chart illustrates the sources of payment fo r long-term

care nationally and in North Dakota.
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Medicare
and Long-
Term Care

Many people mistakenly believe that Medicare covers long-term

care.  Actually, Medicare  pays only a very small percentage of all

nursing  home costs.  Medicare is not designed to  cover the bulk

of long-term care expenses.

1. Medicare pays only for skilled nursing care following an

approved hospital stay provided the patient meets other

stringent criteria.  Medicare does not pay for basic or

custodial care which is what most people entering a nursing

home need.

2. Even if the patient qualifies, Medicare Part A pays only 20

days in full and 80 more days in  part.  

3. While the  average nursing hom e stay for patien ts in a single

nursing facility is about 450  days, Medicare has histo rically

only paid  for an average  of 27 days of covered care per year. 

Medicare should be considered as little or no help for

long-term care needs.
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Medicaid

Private
Long-Term
Care
Insurance

Medicaid is the government program which pays the bulk of

nursing  home costs and some  home and community based  services. 

It is the federa l/state/local med ical assistance  program designed  to

financially subsidize individuals who cannot afford the

cost of  the nursing home.  

Individuals  must mee t certain med ical and financial criteria to

qualify.  E ligibility requirements vary from state  to state. 

Medicaid is d iscussed in more detail in  Section  I.  

For case specific information, contact the nearest Social Services

office (telephone numbers are listed on page N-6).

Private long-term care insurance is a fairly new product designed

specifically to cover nursing home care and other long-term care

services.  Long-term care insurance policies have evolved

considerably over the las t 10 years.  There is no standardization

and policies vary widely.  There is no open enrollment or other

guarantee of coverage.

1. Nationally there are about 3.7 million long-term care

insurance polic ies in force. 

2. In North Dakota, there are about 28,000  long-term care

policies in force. This figure represents policies purchased

by all age groups, not just seniors.

3. Long-term care insurance is generally defined as "any

policy or certificate advertised, marketed, offered, or

designed to provide coverage for not less than 12

consecutive months for each covered person on an

expense incurred or indemnity basis, provided in a

setting other than an acute care  unit of  a hosp ital."   

NOTE: Insurance  policies offered primarily to provide basic

Medicare supplement coverage, basic hospital

expense coverage, basic medical-surgical expense

coverage, hospital confinement indemnity coverage,

major medical expense coverage, disability income or

related asset-p rotection coverage, acc ident only

coverage, specified disease or specified accident
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coverage, or limited benefit health coverage are not

considered long-term care insurance.

a. Long-term  care insurance is considered health

insurance and North Dakota's health insurance

regulations apply.

b. Life insurance policies  which accelerate the death

benefit specifically for one  or more qualifying even ts

are not considered long-term care insurance . 

Terminal illness, medical conditions requiring

extraordinary medical intervention, or permanent

institutional confinement are common "qualifying

events".  The policy provisions usually provide the

option of a lump-sum payment for those benefits and

neither the benefits or the  eligibility for the benefits is

conditioned upon the receipt of long-term care.

c. Long-term care insurance is meant to provide

coverage for the most catastrophic expense.  In long-

term care, this expense is room and board and

nursing care in nursing homes.  This insurance may

not cover all of an individua l's long-term care

expenses, such as doctor visits, therapy, personal care

supplies, and prescriptions.  (Som e of these, e.g.,

doctor visits and therapy, may be covered by

Medicare.)

d. Types of long-term care  insurance policies sold are

nursing home care only, home health care and

community-based care only, or a combination of

both.  (Community-based care includes adult day

care, respite care , etc.)
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Who Should
Buy Long-
Term Care
Insurance?

Many people will need some type o f long-term care service  in their

lifetime.  However, not everyone should purchase long-term care

insurance.

1. Anyone considering  the purchase of long -term care

insurance should ask themselves a number of questions and

evaluate their specific circumstances carefully before

making a decision.

NOTE:  In some cases, people may not want to reveal or

discuss the answ ers to these  questions.  That is their

choice.  The important thing is that they are aware of

and have considered these issues.

2. People asking the question, "Do I need a  long-term care

insurance policy?", must evaluate their f inancial, emotional,

and lifestyle preferences and needs.  The following

issues/areas should be considered:

a. General health.  Keep in mind  that all long-term

care insurance policies are underw ritten.  A person in

poor health, if able to purchase a policy at all, may

have to pay a very high premium.  The healthier a

person is, the  more likely they are  to be able to

purchase long-term care insurance.  On the other

hand, they may be less likely to need it.

b. Living  arrangements.  Do you live a lone?   W ith

spouse or other adult, relative, or friend?  Would your

living partner be willing to care for you in the home? 

How do you feel about family or friends providing

care for you?

c. Assets and resources.  Consider monthly income,

expenses, and calculate as realistically  as possible

the amount available to  pay long-term ca re premiums. 

Recognize that long-term care premiums may

increase from year to year.  Those on limited, fixed

incomes or who have trouble making ends meet each

month should p robably not purchase long-term care

insurance.  Individuals or couples with assets they

wish to pass on to child ren or others may want to

consider long-term care insurance as a means of

protecting those assets.  
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North
Dakota
Laws and
Rules

North Dakota statutes and regulations include some consumer

protections for purchasers of long-term care policies.

1. Prior hospitalization as a condition of eligibility for

benefits cannot be required by the policy (effective for

policies issued after July 1, 1990).

2. Policies sold today cannot require h igher levels of care

before they pay at lower levels.  Example:  If a policy states

it will pay for both skilled care and intermediate care, it

cannot require the policyholder to receive skilled care

before paying for intermediate care.  Some older policies

may still require a higher level of care before they pay at

lower levels.  This does not mean every policy covers

every  level of care. 

 3. Six months is the maximum allowed for a waiting period

on preexisting conditions.

 4. Long-term care insurance policies must be at least

guaranteed renewable.  This means they cannot be

canceled unless the premium is not paid.  Policies can also

be "noncancellable" which means the company may not

raise the premium.

 5. Long-term care insurance premiums are " level" .  This

means the premium cannot increase as one 's age increases. 

However, if a company can demonstrate their need for

additional premium dollars to cover claims being paid,

North  Dakota law requires that an increase be approved. 

Such an increase would apply to everyone with the same

policy form number.

 6. The option to purchase an inflation protection feature

must be offered to each applicant at the time of purchase.

 7. Coverage for Alzheimer's disease and other conditions of

organic origin may not be excluded by a long-term care

insurance policy.
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 8. Beginning July 1, 1994 , prospective purchasers o f long-term

care insurance must receive a Long-Term Care Insurance

Shopper's Guide prior to presentation of an application or

enrollment form if agent solicited or in connection with the

applica tion or enrollment form if direct response.  Notice of

the availability of the SHIC program is also required to

be provided.

 9. The policyholder has a 30-day free-look period.  Within 30

days o f its delive ry or the effective date of the policy,

whichever is later, the policy may be returned for a full

premium refund if the  buyer is not satisfied for any reason.  

10. Group long-term ca re policies must include a  provision to

provide covered individuals with an option to continue or

convert their coverage when coverage under the group

policy is about to  terminate.  This option is available to

those who have been insured under the group policy for a

minimum  of six months.  The individual does not have to

prove insurability for the new coverage.

11. When dealing with  clients 65 or o lder, agents a re required to

"have reasonable grounds at the time of sale for believing

that the recommendation is suitable for the consumer and

shall make reasonable inquiries to determine suitability." 

Considerations include:

a. Income and assets.

b. Client's need for insurance.

c. Current insurance vs. suggested insurance.

12. To protect older policyholders from unintentional lapse,

companies must offer clients the opportunity to designate a

third party to whom notice w ill be sent 30 days after a

premium is due and  unpaid.  If a  person chooses not to

designate a third  party, they must sign  a waiver.  

a. If the insurer is provided with proof of cognitive

impairment or loss  of functional capaci ty and if a

request is made within five months after termination

of the policy and if past due premiums are paid, the

policy may be reinstated.  
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Consumer
Choices In
Long-Term
Care
Products

Long-term care p roducts are not standardized  like Medicare

supplement plans.  Therefore, consumers have many choices to

make and each will affect the price of the product.  This section

provides an overview of long-term care policy features.

1. Indemnity v. expense policies

a. Long-term care insurance is usually the indemnity

type, meaning that it pays a fixed amount for each

day care is rece ived.  Exam ple:  An $80/day benef it

means the policy would pay $80 each day of care,

regardless of the actual cost of care.

b. An expense policy pays the actual daily charge up to

a maximum daily benefit.  Example:  An $80/day

benefit means the policy will pay the actual charge up

to a maxim um of $80/day.  If the ac tual charge  is

$75/day, the policy pays $75/day.  If the actual charge

is $90/day, the policy pays $80/day.

                       

c. Daily benefits may range from $40 per day to $200

per day.  The  higher the daily benefit, the more costly

the premium.

2. Benefit period and maximum benefits

a. The person purchasing the policy chooses the term or

duration of coverage.  Most plans are purchased for a

specific period of time, for example, one, three, or

five years.  The longer the benefit period, the more

costly the premium.

b. Some policies may provide for more than one

"benefit pe riod".  A benefit period  is generally

defined as "the time fo r which payments for benefits

of an insurance policy are available."

In long-term care policies , if a benefit period limits

the number of consecutive days for which coverage

is paid, the insured could exhaust his/her benefits

before reaching the policy's maximum benef it.



4/2005I-12

READ THE POLICY!

c. Some policies define maximum benefits in terms of

time, usually a set number of days.  For example, on

the schedule page of the policy, the words "maximum

benefit" will be followed by a number of days or

years or "lifetime".

d. Some policies  define  maximum benefits in  dollars. 

This means benefits will be paid up to a maximum

dollar amount for services covered.  (The maximum

benefit notation on the schedule page would be

followed by a do llar figure.)

3. Elimination period

 

a. This term applies to the number of days the

individual must be in a nursing home before the long-

term care insurance product will begin paying its

benef its.  The elimination period is the same as a

deductib le and must be met before the plan w ill

pay.  An individual needs to decide how long they

can/want to pay for their own care to make a decision

on this option.  

b. Most plans offer a choice of elimination or waiting

periods.  Common choices  are 0, 20 , and 100 days.  A

plan with a  0-day elimination period w ill begin

paying its benefits on the first day of eligible nursing

home ca re.  A plan w ith a 20-day elimination will

begin paying on the 21st day of eligible care.  The

individual is responsible for paying charges incurred

during  the elimination period.  The shorter the

elimination period, the higher the cost of the

premium.

c. If an individual requires more than one stay in a

nursing home, some policies may waive additional

elimination periods after the individual has met the

initial one. 
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General
Notes on
Long-Term
Care

d. Remember that about 52 percent of nursing home

residents stay in a nursing home less than 90 days.  If

a consumer buys a plan with a 100-day elimination

period, he/she may be ou t of the nursing home before

any benefits are due to be paid.

4. Inflation adjustment

 

a. Due to inf lation, a policy that pays $50 per day will

not be worth $50 per day in 10 years.  In  North

Dakota, companies offering long-term care insurance

are required to offer an inflation protection option.

b. Some policies provide an automatic benefit increase

each year (generally five percent a year for the first

10 years) in order to protect against the rising costs of

long-term care.

 

c. Other companies may offer the policyholder the right

to purchase more daily benefits in later years without

regard to changes in the  health of the individua l.

 

d. Inflation adjustments can be helpful but will cause

the prem iums to  be higher.  Read the policy

carefu lly.  Frequently, if an inflation option is not

exercised the first time it is available, it will not be

available again.

There are other features and issues that should be understood when

considering purchase of long-term care insurance.

1. Underwriting and health questions

 

a. Underwriting is one of the  ways companies try to

control levels of risk.  Most companies ask detailed

health questions before deciding to insure the

applicant.  Some require a medical history or physical

examination.  They are especially sensitive   to such

risks as heart problems, leukemia, 
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rheumatoid arthritis, Alzheimer's, Parkinson's, and those

people already bedridden or with mental or physical

disorders.  The companies would rather decline your

business than assume a bad risk.

 

(1) Applican ts should make sure the ir health

questionnaire is  complete and  accura te. 

 Fill it out yourself.

 Review it thoroughly if someone else

fills it out.

 Answer all questions completely and

honestly.

(2) If a policy or certificate has been in force for

two years, the policy or certificate may be

contested only upon a showing that the insured

knowingly and intentionally misrepresented

relevan t facts re lating to  the insured’s health. 

The policy or certificate may not be contested

based upon misrepresentation  alone.  

b. Preexisting condition.  Health questions on the

application assist companies in determining whether

a person has any preexisting conditions.  Policies

usually will not pay benefits arising from a

preexisting condition for a specified amount of time

(waiting period) after  the effective date of the policy.  

Generally, a preexisting condition is defined as "any

condition for which you have sought or received

medical advice or treatment within the past six

months."  Six months is also the maximum a

company can impose as a preexisting condition

waiting period for long-term care insurance.

2. Renewability of policy and premium

 

a. All long-term  care policies  are guaran teed renew able

for life.  Guaranteed renewable means the insur-

ance company cannot cancel the policy as long
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as the premium is paid on time.  The premium cannot

be raised unless it is raised for all policyholders in the

same class based on the claims experience for that

block of business.  All rate increases must be filed

with and approved by the Department of Insurance.

3. Waiver of premiums

 

(3) a. Most companies have a "waiver of

premium" feature.  After an insured  enters

the nursing home or facility and benefits are

paid for a specified number of days, no further

premiums will be due while the confinement

continues.  Premiums resume if the patient

leaves the nursing hom e before policy benefits

are exhausted.  The policy will tell you how

this feature is handled.

 

b. The typical waiver of premium feature takes effect

after 90 days of a covered stay.  Counting for the

premium waiver usually  starts after the elimination

period has run .  

 

4. Services covered

a. Long-term care policies may pay for skilled,

intermediate, or custodial care in a nursing home,

home hea lth ca re, and other home and community-

based services  (adult day care, respite care).  Each

policy may define these terms differently.  It is

important to understand these definitions because

benefits will be provided only if the care received

is covered under the policy.

b. Policies generally pay for care only in facilities or by

providers that are, at a minimum, licensed by the

state.  Check the  definitions section of the policy to

find the specific facility/provider standards

required in order to receive benefits.

c. Licensed assisted living facilities.  Any facility that

holds itself out as an assisted living facility must be

licensed  by the Department of H uman Services. 
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Licensing does no t guarantee that a long term care

policy will cover  stays in an  assisted  living facility. 

As stated above, benefits w ill be provided only  if

the care received  meets policy req uirements .  

5. Benefit trigger/insured event

a. A benefit trigger is the event or condition that must

be present for the policy to begin p aying benefits. 

The same benefit triggers in a policy must be met to

access all of the levels of care.  Terms typically used

in policies to describe when benefits are triggered

are:

 Activities of daily living (ADLs)

 Cognitive impairment

 Medically necessary or injury or sickness

b. "Medically necessary" and "injury or sickness"

are both subject to the insurance company's and the

insured's doctor's interpretations.  If a person needed

custodial care in a nursing home due to inabilities of

old age (forgetfulness, frailty, etc.), a policy using

"medically necessary" or "injury and sickness" as

benefit triggers might not pay benefits.

c. Activities of daily living (ADLs) usually include

some or all of the following:  bathing, dressing,

feeding, transferring, mobility, toileting, and/or

continence.

(1) This benefit trigger means the insured must

need help with a certain number of ADLs

before the policy begins paying benefits.  For

example, it could require 2 deficiencies out of

5 ADLs or 3 out of 6.  These differing trigger

requirements are difficult to compare since

one "2 of 5" A DL requirement may be more

difficult for a person to meet than another,

depending on which ADLs are used.
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Example:  Bathing is usually the first ADL

skill an elderly person loses.  A "2 of 5" ADL

requirement without bathing may be just as

restrictive as a "3 of 6" ADL requirement that

has bathing.  

(2) The policy may use words such as "hands on",

"continual one to one", "supervisory", "stand

by", "reminding-directiona l", substantial he lp

from another person, or any combination of

these to define "deficiencies" or "need of

assistance".  A requirement of "hands-on"

assistance is more restrictive than a

requirement of "stand-by" assistance.

d. Cognitive impairment relates to the mental ability to

safely care for oneself.  This is an important inclusion

because many persons with Alzheimer's disease may

need long-term care even though they may not be

deficient in any ADLs.  Such a person may be able to

dress, feed, and bath herself without hands-on

assistance, and yet not be ab le to care for  herself

safely due to wandering and forgetfulness.

e. It is also important to know who is the certifier of

the benefit trigger.  When the policyholder believes

he/she needs long-term care, who should be

contacted?   Who w ill determine w hether the benefit

trigger has been met and whether the policy will

begin paying benefits?  Is it a doctor, a case worker,

or a representative of the company?  This answer

shou ld be  found in  the Benef its section  of the policy.

6. Typical exclusions found in policies include:

 Alcoholism and drug addiction.

 Preexisting conditions or diseases.

 Mental or nervous disorders, except

Alzheimer's or related degenerative and

dementing illnesses.
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 Conditions caused by suicide, attempted

suicide, o r intentionally self-inflic ted in jury.

 Services provided by a member of immediate

family.

 Services already paid for by government

(except Medicaid), workers compensation, or

motor vehicle no-fault law.

7. Cost of long-term care insurance

a. Two of the principal factors compan ies use to

determine the amount of premium the individual will

pay are:

 Age.

 Amount of  benefits (daily and maximum).

b. The younger the individual is when the policy is

purchased, the less expensive the premium.

(1) A 25 year old may buy a certain policy for $8

per month, while that same policy for a 75

year old may cost $250-$350 per month.

(2) Premium cost is determined by age at the time

the policy is issued and does not increase due

to age as the policyholder grows o lder.

c. Length o f the benefit payment and daily benef it

amounts have a significant effect on the premium.

d. Benefits, such as home health care coverage, inflation

protection, and nonforfeiture benefits may also

increase the premium.

e. The insurance agent can quote an exact price only

after the applicant has selected his/her options and

features.
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Other
Potential
Features
of Long-
Term Care
Plans

As long-term care policies have evolved, the options available for

purchase have increased.

1. Some policies cover medications, x-rays, and physical

exams during a nursing home stay.  Some policies cover

such services as hospice, some ambulance charges, adult day

care, and homemaker services .  Please keep in mind benefit

triggers must be met to access other types of care.

2. Some policies offer nonforfeiture benefits.  Should a

person choose to cancel the coverage or if coverage lapses

because s/he forgot or could not pay the premium,

nonforfeiture benefits would  return part of  the investment in

the policy.  These would probably not be paid in cash;

however, the company may guarantee some portion of the

policy's benefits after the lapse/cancellation occurred .  In

order to receive a reduced benefit, premiums must have been

paid for a minimum number of years.

3. Some policies offer a paid-up premium feature.  This

option is no t common and not approved  for North  Dakota

policy filings.  

4. Return of premium is an option of some  policies; however,

the North Dakota Insurance Department is not approving

policies  with th is feature. 

5. Some insurance companies contract for the services of a

case manager to assess an individual's need for care, devise

a treatment plan, and monitor the care that is given.

6. Most of the "extras" offered in a policy will raise the

premium.
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Tax-
Qualified
Long-Term
Care
Insurance
Policies

The Health Insurance Portability and Accountability Act of 1996

(HIPAA) created a category of long-term care insurance policies

called “tax qualified” plans. Policies must meet certain federal

standards in order to be considered tax qualified plans.  

1. Qualified plans must use specific eligibility standards.

a. The insured must be certified by a licensed health care

professional to be “chronically ill” and have a plan of

care (must be recertified annually).

2. To be considered chronically ill, a person must meet one of

two standards:

a. S/he is expected to be unable, without substantial help

from another person, to do at least two of five (or six)

Activities of Daily Living (ADLs) for at least 90 days.

NOTE: ADLs are bathing, dressing, toileting,

transferring, eating, and continence. 

States may allow companies to choose

which five ADLs to include or can

require companies to use all six.  In

North Dakota, companies may use five

or six ADLs but  bathing must be one.

b. A person must need substantial supervision to protect

their health and safety because of a cognitive

impairment.

3. Benefits received from a tax-qualified long-term care policy

are generally not taxable as income.

4. Benefits received from a policy that is not a tax-qualified

long-term care policy may be taxable as income (Treasury

Department has yet to issue regulations).

5. Individuals with tax-qualified long-term care plans may be

able to deduct all or part of the premium.

a. The long-term care premium can be added to other

deductible medical expenses.

b. To claim a tax deduction, all of your medical expenses

must be more than 7.5 percent of your adjusted gross

income.  
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                                                                    Premium Amount

                                                                    for Tax Deduction

             Age                (2003 Returns)   

40 years old or less $250

41 to 50 years  old $470

51 to 60 years  old $940

61 to 70 years  old $2,510

71 years old or older $3,130

6. Long-term care policies issued before January 1, 1997, are

automatically considered tax qualified unless disqualifying

“material changes” are made.

Tax-Qualified Policies Non Tax-Qualified Policies

1. Premiums can be included with
other annual uncompensated
medical expenses for deductions
from your income in excess of
7.5% of adjusted gross income
up to a maximum amount
adjusted for inflation.

1. You can’t deduct any part of
your annual premiums.

2. Benefits that you may receive
will not be counted as income.

2. Benefits that you may receive
may or may not count as income. 
The U.S. Department of the
Treasury has not yet ruled on
this issue.

3. Benefit triggers may be more
restrictive than those which may
be allowed in non tax-qualified
policies.  The federal law
requires you be unable to do 2 of
5 out of 6 possible ADLs
without substantial assistance.  

3. Policies can offer a different
combination of benefit triggers. 
Benefit triggers may not be
restricted to 2 of 6 ADLs.

4. “Medical necessity” can’t be
used as a trigger for benefits. 

4. “Medical necessity” and/or other
measures of disability can be
offered as benefit triggers.

5. Disability must be expected to
last for at least 90 days.

5. Policies don’t have to require
that the disability be expected to
last for at least 90 days.

6. For cognitive impairment to be
covered, a person must require
“substantial supervision”.  

6. Policies don’t have to require
“substantial supervision” to
trigger benefits for cognit ive
impairments. 

Reprinted with permission from Shopper’s Guide to Long-Term Care
Insurance, © 1999 National Association of Insurance Commissioners

NOTE: Tax qualified

long-term care policies

are not allowed to

make a payment when

Medicare pays, even on

days 21-100 of nursing

home ca re when  a daily

copayment is due.
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Tips For
Buying
Insurance

Here are some issues people should rev iew and conside r before

purchasing a long-term  care  insurance policy.

1. Determine the motivation and/or need for long-term care by

asking  certain questions.  

 

a. Do I have enough income to pay my own way

without insurance?

 

b. Is it reasonable to spend my own money, deplete my

assets, and then apply for Medicaid?

 

c. Is there any reason to preserve my assets for heirs or

are there no heirs?

 

d. Would I prefer to make a long-term care decision

now rather than to  leave such for my family?

 

e. Do I have enough income to pay a portion of the

nursing home costs and then rely on  a small

long-term care policy for the remainder, i.e., a $50

per day policy?

 

2. Once the reason for long-term care insurance is ascertained,

then it is important to carefully select features wh ich are

appropriate for you.  Consider the following issues:

 

a. Do not buy a $100 per day policy if you only need

$50 per day.

 

b. Remem ber that nursing home costs increase yearly

and premium costs m ay increase as w ell.

c. The premium is more reasonable if you purchase a

policy at a younger age.

 

d. Medical necessity may be important.  Most peop le are

institutionalized  at the custod ial level first wh ich is

essentially nonm edical.

 

e. Consider your very long-term care goals.  Most

people who enter a skilled facility, for instance,

eventually go home.
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f. Remember that one-half of all people using a nursing

home stay less than 90 days.

 

g. Remember that only about 12 percent of the

population over 65 ever uses a nursing home for an

extended length of time, i.e., several months or more.

 

3. Many people over 65 cannot afford long-term care insurance

because of their fixed and limited incomes.  If purchasing

such insurance strains the budget, other options should be

considered .  Remember, the odds are on your side.  There is

nearly a 90 percent chance that you will not even need long-

term care past 90 days.

 

4. Dealings  with insurance agen ts

 

a. Do not submit to high pressure tactics.

 

b. Do not rely on the information orally submitted by

the agent.  Read the policy yourself.

 

c. If you are dissatisfied, take advantage of the 30-day

free-look period and return your policy to the

company, not to the agent.

 

d. Always pay by check (not cash).  Make checks

payable to the insurance company, not the agent.

 

e. Compare several polices before buying and READ

THE SMALL PRINT.

 

f. Write down the agent's name, address, and telephone

number.

g. Be sure the insurance company's product is approved

for sale in your state and check the company rating

(measure of financial stability).

h. Inquire if any administrative action has been taken

against the com pany.



4/2005I-24

Duplicate
Coverage
and Policy
Replacement

i. Request information on the premium history (have

there been rate increases; if so, how much and how

often).  

NOTE: The State  Insurance  Department should  be able to

provide information noted in Items g, h, and i.

There is no federal o r state prohibition against the purchase of more

than one long term care insurance policy as there is with M edicare

supplements; however, it may not be advisable to own more than

one.  There is an increased cost to the policyholder because each

policy carries its own administrative costs.  Understanding and

keeping track of more than one policy may be bu rdensome.  Before

purchasing an additional policy, it may be advisable to consider

increasing the coverage on the first.  Pursuing this option is

generally considered to be “replacement” but it may be the better

choice.  There are situations w hen it is reasonable to have m ore

than one policy.  A case in point might be when an older policy has

coverage limits that can be supplemented by a newer policy.  An

example might be if the first policy requires a three-day hospital

stay, a clause no longer permitted in long term care insurance

policies .  

Replacing a policy, especially with a different company, brings

important factors into consideration.  Under certain circumstances

the new policy may place preexisting conditions clauses on some

coverages for six months.  Or it may exclude coverage altogether

for certain medical cond itions.  In addition, most premiums are

based on recovering generally high in itial costs  of issuing a policy.

If replacement is being considered because the premium on the

existing policy has become too high, the owner should ask the

existing company if reductions in policy benefits would reduce the

premium.  This cost could then be compared to the cost of a new

policy from another com pany.  

Because of the seriousness of duplicating coverage and policy

replacement, the Insurance Department places specific

requirements on insurance companies and agents.  Among them are

questions that must be in  the application designed to determine if

the applican t has anothe r long term care policy or cer tificate in

force and /or whether it is to replace another po licy or certificate
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currently in force.  The questions include asking if the applicant is

on Medicaid, the name of the insurance company/companies that

issued the other policy/policies, and if the new policy will replace

any other coverage.  Agents must also list other health insurance

policies they have sold to the applicant.  If replacement is involved,

the agent must furnish a notice that addresses these issues.  The

applicant must date and  sign the no tice.  A copy of the notice is   to

be given to the applican t and a copy retained by the  company.  



4/2005I-26

LONG-TERM CARE REVIEW

 1. Besides a nursing home, where else may long-term care be provided?  List three.

a. ____________________  b. ____________________  c. __________________

 2. Not many older adults can afford long-term care costs for very long.  

T __________  F __________

 3. Medicare pays only for ____________________ nursing care.

 4. What government program covers the bulk of nursing home costs:

__________________________________________________________________

 5. In North Dakota, a long-term care insurance policy must cover all levels of long-

term care.     T __________  F __________

 6. Alzheimer's disease may not be excluded once the policy becomes effective.

T __________  F __________

 7. Some plans offer long-term care benefits for as long as you s tay in a nursing home. 

T __________  F __________

 8. What is meant by "inflation adjustment"?

                                                                                                                                       

                                                                                                                                      

 9. It is important that an applicant fill out his/her own health questionnaire.

T __________  F __________

10. A person living on  a limited, fixed income should purchase long-term care

insurance.     T __________  F __________

11. What are some tips a counselor could give someone who is considering buying a

long-term  care  policy?

                                                                                                                                       

                                                                                                                                      

12. Name three factors which increase the risk of needing nursing home care.
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13. Why does Medicare rarely pay for nursing home care?

14. Name th ree factors c lients must make a dec ision on which will af fect their

premium.

15. Define the following terms:

Premium waiver

Benefit trigger

Expense policy

Indemnity policy

16. Name three consumer protection features in long-term care insurance.

17. Name three common benefit "triggers".

18. For a long-term care policy to be a “tax-qualified” p lan, it must use  specific

eligibility standards .  

T __________  F __________

19. Benefits received from a tax-qualified plan are generally not _________________.

20. Und er wha t circum stances w ould it m ake sen se to replac e a long -term ca re
insurance policy?  
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Differences 
Between
Medicaid
and
Medicare

Medicaid Medicare

Function Primarily for low-income
people and complements
Supplemental Security
Income (SSI) and
Temporary Assistance to
Needy Families (TANF)
programs

Primarily for people over
age 65 and complements
regular Social Security
benefits/ retiree health
program

Funding Federal and state Medicare Trust Funds
(strictly federal) and
premiums

Operations Operates as assistance
program

Does not require significant
financial contributions from
program participants

Operates as insurance
program

Beneficiaries pay
premiums and deductibles

Adminis-
tration

Federal-state partnership

States administer program
under broad Centers for
Medicare and Medicaid
Services (CMS) guidelines

Programs vary from state to
state

Federal program solely

Administered by federal
agencies including CMS
and the Social Security
Administration (SSA)

Program is uniform
among the states

Eligibility Means-tested, depends on
medical need, income, and
resources (in some
coverages); varies by state

Must be 65 and over, blind,
disabled, or pregnant.  Also,
children under 21 and
caretakers of deprived
children.

Depends on contributions
to Social Security system
while employed

Must be 65 or older

Also covers certain
disabled people and
people who buy in
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Medicaid
Program
Overview

Services and
Coverage

Covers inpatient and
outpatient hospital,
physician, and therapy
services

Physical exams and
immunizations

Dental care, prescription
drugs, eyeglasses, and
transportation with limits

May buy private health
insurance for working poor
or elderly if policy cost is
less than Medicaid benefits

May cover home and
community-based care

Covers long-term care

Parts A and B provide
basic hospital, physician,
therapy, limited skilled
nursing facility services, 
home health care, and
hospice

Limited prevention-
oriented health services

Medicaid, also called Medical Assistance (MA) and Title XIX, is a

program for certain low-income people (children, pregnant women,

aged, i.e., over 65, blind, and disabled).

1. Medicaid is the health program supplement for two major

financial assistance programs.

a. Supplemental Security Income (SSI), and

b. TANF (Its connection with Medicaid is not detailed

here.) 

2. Medicaid is a  "needs-based" program (means-tested). 

Applican ts must prove that their income and sometimes their

assets are below certain levels which indicate need.

3. The Medicaid program was enacted  by Congress in 1965.  It is

a joint federal and state program.
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4. Medicaid is supervised by the North Dakota Department of

Human Services, Division of Medical Services.

a. It is administered by 51 county social service offices.

b. Applications for Medicaid are p rocessed by the county

social service office in the county where the individual

lives. 

(1) Processing  time is 45 days for families w ith

children  and aged persons.  

(2) 90 days for d isabled indiv iduals when disability

determination is pending.  

(a) Social Security Adminis tration disability

decision is bind ing.  

c. The state M edicaid of fice has ass igned specific

counties to regional economic assistance

representatives.  Call (701) 328-2332 (800-755-2716)

to speak with the representative for your coun ty.  

 5. Medicaid in North Dakota covers:

a. Categorically needy (mandated to  cover):

(1) IV-E foster care.

(2) IV-E adoption assistance.

(3) Supplemental security income recipients.

(4) Families with children under 21.

b. Categorically needy (elected to cover):

(1) Non-IV-E foster care.

(2) Non-IV -E sub-adopt.
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(3) Uninsured women under age 65 who have breast

or cervical cancer (Women’s Way Program).

c. Medically needy (elected to cover):

(1) Caretakers, pregnant women, and children under

age 21.

(2) Aged, blind, and disabled.

d. Poverty level (mandated to cover):

(1) Pregnant women and children age 5 and under at

133% poverty level and children age 6 through

18 at 100%  poverty level.

(2) Qualified Medicare beneficiaries (can also be

on Medicaid).

(3) Special low income Medicare beneficiaries

(can also be on  Medicaid).

(4) Qualifying Individual 1 (cannot be receiving

other Medicaid benefits).

 6. Applican ts must meet technical and financial elig ibility

requirements:

a. Technical eligibility includes citizenship, residence,

age,  deprivation, disability,  and incapaci ty.

b. Financial eligibility includes consideration of income

(and assets in some coverages).

c. Eligibility may begin  three months prior to the  month

of application except for QMBs.

(1) QMB s are eligible no earlier than  the month

after the month they are determined eligible.
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 7. Medical care and services covered by Medicaid include:

a. Physician services (with limits).

b. Inpatient and outpatient hosp ital care (with limits).

c. Laboratory and x-ray.

d. Drugs.

e. Dental care (with limits).

f. Eye care (with limits).

g. Long-term care (does not include custod ial care).

h. Nonmedical home and community based services

(includes homemaker services, personal care, adult day

care, rehabilitation services, chore services, and resp ite

care; see page J-9 for more complete descriptions of

these services).

i. Home health care.

j. Chiropractic services (with limits).

k. Osteopath services.

l. Diagnostic screening and preventative services.

m. Physical and occupationa l therapy (with limits).

n. Podiatric services.

o. Transportation to obtain m edical care (with limits).

 8. Asset limits and exemptions:

a. The combined equity value of liquid, personal, and real

property (assets) may not exceed $3,000 for one person

or $6,000 for two people.
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b. Exempt assets include:

(1) Home.

(2) Vehicle.

(3) Clothes and personal effects.

(4) Household goods and furniture.

(5) Term insurance.

c. Assets considered unavailable include:

(1) Nonsalable property (can be temporarily excluded).

(2) Income p roducing  property when the indiv idual is

actively engaged in producing that income.

(3) Separa te-ident ifiable account designated for burial. 

This could be a savings account or a whole life

policy or annuity.  The value of the burial fund up

to $3,000 per person is not counted toward the

$3,000/$6,000 asset limits.

 9. Spousal impoverishment.  In the case of a married couple when

one person is institutionalized or receiving home and comm unity

based serv ices, the ineligib le community spouse m ay keep up to

half of the couple’s countable assets as of the date of institution-

alization or receipt of hom e and com munity based  services, up  to

a maximum of $95 ,100* w ith a min imum of $19 ,020*.  

The ineligible community spouse may also keep all their own

income and income from the  institutionalized  spouse if needed to

bring the income to $2 ,267 per month (Minimum M onthly

Maintenance  Needs Allow ance) in the year of application.  (M ore

than $2,267 may be "deemed" to the community spouse if ordered

by the court.)  Income from the institutionalized spouse must be

available to other family members residing in the home to bring

their income to $505* per month.

* 2005 figures - changes January of each year.

** 2005 figures - changes April of each year.
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Qualified
Medicare
Beneficiary
(QMB)

10. Disqualifying transfer of property:

a. Transfer of any property without adequate compensation

may cause ineligibility for long-term care services or

home and community-based services.

b. The look-back period is 36 months from the date that an

institutionalized individual is both institutionalized,

AND has applied  for Medicaid (the firs t date both

criteria are met).

When the transfer was to or from a trust (ANY kind of

trust), the look-back period is 60 months.

The look-back period is not in any way a cap on the

length of the period of ineligibility.  It is merely the

amount of time prior to application/ institutionalization

during which transfers are subject to the new transfer

provision.

The Qualified Medicare Beneficiary (QMB) program was enacted by

Congress to:

1. Provide assistance to low income elderly or low income

disabled who are Medicare eligible.

2. The QM B program will pay Part B premium and the  Part A

premium for those who do not receive it free, Medicare

deductibles, and coinsurance for eligible individuals.  To

qualify, individuals must be enrolled in Medicare Part A.

3. Countable income (see note on page J-9) may not exceed 100

percent of the federal poverty level* per month for an individual

or for a  couple  (both over 65 and eligib le for Part A). 

Countable income is determined by subtracting $20 from gross

monthly income.

4. Countable resources may not exceed $4,000 for an individual or

$6,000 for a couple.  Exclusions include:

a. Residence and all contiguous acres.

b. Life insurance with face value up to $1,500.
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Special
Low
Income
Medicare
Beneficiary
(SLMB)

Qualifying
Individual-1
(QI-1)

c. Burial space items for individual and immediate

family, or the $3,000 Medicaid burial exclusion.

d. Burial funds (separately identifiable).

* Check with your county social services office or contact SHIC

program staff for updated information.  Changes April of each

year.

The Special Low Income Medicare Beneficiary (SLMB) program

took effect January 1, 1993:

1. Available to older or disabled persons with slightly higher

income (100-120 percent of federa l poverty level).

2. Pays Medicare Part B premium.

3. Countable income must be between 100 and 120 percent of

the federal poverty level per month for an individual or fo r a

couple.

4. Individual must be enrolled in Medicare Part A.

1. Available to older or disabled persons with slightly higher

income (120-135 percent of federa l poverty level).

2. Pays Medicare Part B premium.

3. Countable income must be between 120 and 135 percent of

federal poverty level per mon th for an individual or for a

couple and they may not o therwise be eligible for M edicaid

benefits.

4. Individual must be enrolled in Medicare Part A.

Application for QMB, SLMB, and QI-1is made through the

county social service office.  These coverage groups are referred

to as Medicare Savings Programs.

NOTE: Countable income includes the Part B premium which

is deducted from the Social Security check.
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Public
Benefits

Home and
Community
Based Care

The Older Americans Act provides states with federal funds for

services to persons age 60 and over, especially those who are low

income, socially needy, fra il, or minority members.  Aging Services

is responsible for administration o f these funds.  Ac tual services are

primarily delivered by local nonprofit senior services

providers and include:

1. Nutrition Services.  Meal services are provided to the

home-bound and also at facilities where older persons

congregate, such as senior centers.

2. Access/In Home Services.   Provides services such as

transportation , outreach, chores, and health maintenance to

persons 60 and over in their own homes and comm unities.

3. Elder Rights.  Provides advocacy to assure access to legal

services, benefits counseling, and protective arrangements for

vulnerable adults.

4. Long-Term Care Ombud sman Program.  Ombudsmen are

impartia l media tors for  residen ts of long-term care facilities. 

They investigate complaints and resolve issues affecting

residents, their family, friends, and facility staff.

Aging Services also administers four programs to assist functionally

impaired o lder individuals and persons with a  physical disability to

remain in their own homes by paying for personal, environmental,

and community based  services. 

1. Of these funds:

a. Medicaid Waiver for the Aged and Disabled is

available to individuals who are 65 and over, or

disabled ind ividuals under 65 who meet Social Security

disability criteria, who are receiving Medicaid and

require skilled nursing level of care.

b. Medicaid waiver for the Traumatic Brain Injured

Waiver (TBI)  is available to individuals with a

traumatic or acquired brain injury, is 18 years of age or

older who are disabled based on Social Security
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disability criteria, require skilled nursing level of care,

and receive Medicaid.

c. Service Payments for the Elderly and Disabled

(SPED) are available to individuals with less than

$50,000 in assets who are not eligible for the waiver

programs and have been impaired for at least three

months in four activities of daily living (ADLs) or five

independent activities of da ily living (IADLs).

d. Expanded SPED is available to M edicaid recip ients

who are impaired in three of four IADLs (meals,

housework, laundry, and medication), need supervision

or a structured environment, and  are not seve rely

impaired in toileting, transferring, or eating.

2. County social services undertakes an assessment of the

applicant to determine if the eligibility criteria are met and to

identify which of the fo llowing services are necessary to

maintain independence.  Not all services are available under

each program.  

3. Personal care services are available  to assist clients w ith

daily activ ities such  as bathing, toile ting, and  dressing.  

a. Personal care is daily or intermitten t care provided to

an individual within the ir home usually by a non-family

member.

 

b. Family home care is 24-hour room, board,

supervision, and other care provided to the individual

by a family member either in their home or the

caregiver's home.

c. Respite care is provided by a non-family member

temporarily and periodically to relieve the primary

caregiver of the stress and demands of continuous care.

d. Adult family foster care is 24-hour room, board,

supervision, and other care  prov ided in a caregiver 's

home to those adults unable to function independently

who may benefit from  a family home environm ent.
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Federal
Entitlement
Programs

4. Environmental services are assistance with tasks around the

home.

a. Chore service is the provision of home maintenance

such as seasonal clean ing, minor home repa ir, and walk

care.  This se rvice is availab le to homeowners a s well

as renters, provided that the rental agreement does not

cover these tasks.

b. Homemaker service is the provision of nonpersonal

tasks such as housekeeping, laundry, and shopping.

5. Community-based services are offered which increase the

individual's mobil ity within the community.

a. Nonmedical transportation enables access to

essential community services such as grocery stores

and pharmacies.

b. Adult day care is a program of social and related

support services provided to individuals 18 years and

older on a regularly scheduled basis in order to insure

their optimum level of functioning.

1. Social Security  is a fede rally opera ted retirement program. 

Eligibility is open to:

a. Workers aged 62+.

b. The disabled.

c. A divorced spouse (at least 10 years of marriage) of a

Social Security recipient, or who cares for the

recipient's minor or disabled child.

d. A widow(er) or divorced spouse (at least 10 years of

marriage) aged 60+ or cares for deceased's minor or

disabled child.

e. Parent aged 62+ who was supported by a deceased

child.
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State/
County
Assistance
Programs

2. Supplemental Security Income is a federal income

assistance program for individua ls who meet all of these

criteria:

                     

a. U.S. citizens or legal aliens.

b. 65+ or blind or disabled.

c. Monthly income other than wages of not more than

$579 per month for a single or $869  per month for a

couple .*

d. Assets of not more than $2,000 for a single person or

$3,000 fo r a married couple.  A $1,500 burial plan is

also allowed.

Some people with earned income (wages) may also qualify for

SSI.  Check with the nearest Social Security office (see page

N-7) for further information.

* Changes January of each year.  

1. Medicaid (see pages J-2 through  J-7).

2. QMB/SLM B QI-1 (see page J-7).

3. Hill-Burton Free Care.  Some hospital and nursing home

facilities are obligated to provide free care under the

Hill-Burton law.  Other facilities voluntarily provide 

 charitable ca re.  Applica tion should  be made  with the facility

if the client is unable to pay for care and the client is ineligib le

for Medicaid.

4. Food stamps are available if:

a. Gross monthly income does not exceed $1,009 for a 

single person or $1,354 for a couple (updated 10/04 ). 

If you are  60 or o lder or d isabled , net income is used. 

It must not exceed $776 for a single person or $1,041

for a couple.

b. As of October 1, 2000, the asset test was eliminated.
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5. General assistance is available if:

a. An emergency exists with regard to food , shelter,

utilities, medical, or burial costs; or

b. The person is receiving  SSI and lives in a basic ca re

faci lity.

c. Counties may open eligibility to other categories of

residents as w ell.

6. Low income home energy assistance program is

administered by the Department of  Human Services  and is

available to clients with:

a. Gross yearly income of less  than $16,580 for a single

person or $21,681 for a couple.

b. Less than  $8,000 in a ssets.  An additional $2000 in

assets are allowed per household member over age 60.

7. Property tax/rent credits  are available to adults aged 65+ or

disabled if:

a. They own  a home and their annual household incom e is

less than $14,000 and their total assets are less than

$50,000, excluding the unencumbered value of your

homestead up to $80,000.

b. They are renters with an annual household income less

than $14,000 and 20 percent o f the annual rent is

greater than 4 percent of their annual income.

Contact the North Dakota Tax  Department fo r more

information at 1-800-638-2901.
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[This pag e left in tentionally  blank.]
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Commu-
nication
Skills

As a Counselor, you will be called upon to provide accurate,

objective health insurance information in a supportive manner

that w ill enable the client to m ake w ell-informed decisions. 

Effective interpersonal and communication skills play an

important role in providing services.  Your own good nature and

good judgment form the base of your  communication style.  

During a counseling session, you can draw upon many

communication techniques to facilitate understanding between you

and your clients:

 Review Client Agreement Fo rm

 Provide assurances of confiden tiality

 Treat your client with respect from your initial

contact through all phases of the service you provide

 Ask clarifying questions to focus the discussion

 Ask "open-ended" questions to clarify information

and to check that you understand key points

 Maintain a cordial but professional tone throughout

your interactions with the client

 Listen supportive ly and patiently  as the client

describes his/her situation

 Observe signs of anxiety or misunderstanding and

prov ide appropriate assurances  to ease your client's

discomfort

 Summarize often during conversations with your

clien t to confirm that you understand the client's

situation

 Take care to define terms and explain concepts in

ways the client will understand

 Provide precise explanations paced appropriately to

avoid misunderstanding

 Encourage the client's participation in pursuing

ways to resolve his/her health insurance-related

problems

 Remain flexible about your ideas for resolving

problems and be open to your client's ideas
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Preparing
for a
Counseling
Session

Counseling
Guidelines

 Obtain the client's approval before taking action on

his/her behalf

When a counseling session is scheduled, the client should be

advised to bring to the meeting:

 Health insurance policies

 Claim forms

 Medica l bills

 Medicare card

 Copies of relevant correspondence pertaining to the

claim being reviewed.

 A relative or trusted friend may also attend the

session.

The counselor should assemble the materials and information

necessary to conduct a productive meeting.  Depending on the

client's concern, useful information to have with you includes:

 Client agreement

 Counseling report form

 Existing files  about the c lient, if available

 Referral information

 Policy comparison forms

 Calculator

Beforehand, confirm that the meeting site is available as scheduled

and that your client will be able to meet with you as planned.  Get

to the meeting site a few minutes ahead of time to see that things

are in order and  to be ab le to gree t your clien t when  s/he arrives. 

Besides applying the interpersonal and communication sk ills

discussed earlier in this chapter, you can assure a productive

meeting by following several routine procedures.

A counseling  session  might include the follow ing elem ents. 

The counselor should keep the discussion focused to make best

use of the time allotted.
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1. Introduce yourself

After introducing yourse lf, use the "Client Agreement"

sheet to brief the client on what counselors can and cannot

do in the counseling relationship.

2. Help the client feel comfortab le

To help put the client at ease, ask a few questions about

how the person is doing or something else that will put the

client at ease. The intent is to make the  client more

comfortable and help him/her to open up. Good

introductions include, "How are you today", a comment

about the weather, or a compliment on an article of

clothing.

3. Ask client to describe problem

Ask why s/he has come to see you and how s/he heard

about the program.  Be sure to listen carefully to how the

client describes the problem.  It may take  a while to get to

what the real problem is.  People often talk in circles and do

not get at the real issue immediately.

4. Restate the client's problem back to client

After carefully listening to the client describe the problem

to you, res tate what you heard as the problem.  For

example, you migh t say, 

"What I heard you say is that you  need help

organizing  your Explanation of M edicare Benefits

(EOMB's) that have piled up over the last few

months . . . ."  

Ask if  you are correct in  your understanding of the issue. 

Remember to use "I" statements as much as possible so that

you refer to only what you heard and not necessarily what

the other person actually said.
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5. Develop a strategy to address the issue

Once you are sure you understand your client's problem,

think about how  you want to address this is sue.  

Options:

a. Research the  prob lem by using your manual; find

the answer or develop a strategy based on what you

discover in  the manual.

b. After looking in your manual, if you have a question,

consult with another counselor, your coordinator, or

contact the Insurance Department for suggestions.

c. You might call other organizations or resource

people for advice in handling this case (see

Section N for telephone numbers).

d. If the problem is still confusing or falls outside the

scope of your training, refer the client to another

agency that may provide assistance.  Whenever you

make a re ferral, try to make  sure the clien t is

connected to a  specific staff person in  the agency. 

Some clients may be able  to proceed on  their ow n. 

Others may need to be  "transferred" directly to

another person.  Often, older adults are unfamiliar

with the system and organizations that work on

Medica re issues.  Som e may be uncomfortable

making contacts with state or federal agencies.  Be

sure to document steps you take .  

6. Discuss the problem-solving strategy with client and

then decide on next steps for action

Once you have developed a strategy to address the issue,

inform your client of:

 What you will do.
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 What s/he should do.

 The time f rame invo lved (e.g., I will do this

tomorrow, this  will take  three weeks).  

Let the client know when you will contact him/her for the

next steps or to a ssure h im/her that the issue is resolved. 

Be sure to get the client's telephone number.

7. Develop client's ability to take care of this problem next

time

If the client's problem is fairly simple, like organizing bills,

filing EOMBs, or supplemental insurance statements, you

should be able to give some advice to help organize the

bills in the future or suggest steps to follow when filing

claims.  Many people simply need a few good suggestions

to get organized.  Other issues m ay be more complicated . 

Some clients may need more than one session to reach an

understanding of the system or to resolve their concerns.

8. Close the case and record the service on your counseling

report forms

Be sure you let the client know when you believe the

problem is solved and the case is closed.  Invite the person

to contact you again if the need occurs.  Also, encourage

clients to  inform their acquaintances about this service. 

Before you  close a case , ask how the client heard about this

service so we can assess our outreach efforts.

Additionally, be sure to fill out the counseling  report form

and leave it with or return it to the sponsor.  The sponsor

will forward them to the Insurance Department monthly.  

By keeping accurate records of the number of people you

serve and the kinds of problems you handle, the 

Insurance Department and HC FA will get a better 
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Qualify
the Client

picture of how well Medicare and the counseling program

are working and how we  can better meet your needs as a

counselor.

The following outline highlights topics to consider when

conducting a counseling session to ensure that all necessary

questions a re asked in the process o f discussing  your client's health

insurance concerns.  W hich sections of this outline you actually

use, or to what extent, depend on the questions or problems the

client poses.

1. Check M edicare eligibility

 Is client over 65 and eligible for Medicare?

 Is client under 65 but on  Social Security

disability?

 Check client's Medicare card for Parts A and

B.

2. Inquire about need; consider eligibility for QMB,

SLMB, or M edicaid

 Determine your client's monthly income to

determine eligib ility for Medicaid  or QM B.  

It is usually not appropriate to simply ask

about a  client's income or financ ial resources. 

One  way to handle  this m ight be to  say,

"There are  a couple o f programs available to

assist you if finances (or health insurance

premiums or Medicare premiums) are a

problem.  Would you like more information

about those?"  

If the client expresses interest, you can

provide information on the income 

guidelines from Section I.  You could also
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provide a contact telephone number (the

county social se rvices office) or assist in

setting up an  appointment for an e ligibility

evaluation.

 The client may not need to  buy private

health insurance  if s/he can obtain

Medicaid or QMB.

 If Medicaid or QMB coverage preceded the

purchases or renewal of the client's current

Medicare supplement insurance or other

insurance health plans, contact the State

Insurance  Commissioner's office about a

premium refund.

 The client may not need the policy if s/he is a

low income person.  If the policy was

purchased recently, the client could return the

policy within 30 days for full premium

refund.

3. Federal retirees, mine, or railroad workers

 If the client is a retired U.S. federal

employee, miner, or railroad worker, s/he may

be covered by a special U.S. government

retirement medical plan.  Some of these plans

take the place of M edicare and Medicare

supplement insurance.  If someone has

questions about the federal retirement

insurance plan, they should contact the

personnel office of the agency from which

they retired.  If there is a local chapter of

NARFE (National Association of Retired

Federal Employees), they may also be ab le to

assist.  Some people have the government

plan plus M edicare.  If so , they might want to

carry the plan's low option to reduce the

premium.
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Explain
Medicare

4. Eligibility for other programs/services

 The client may be eligible for medical

treatment through government services (e.g.,

the V.A., Military Hosp ital, or Indian H ealth

Services).  Check to see  if these options are

available.  If so, the client may not need

supplement coverage for large medical

expenses, if premium cost is a m ajor fac tor. 

Ask about the client's hea lth because  this

affects the amount and type of insurance s/he

will want to consider.

 If the client is considering purchase of

additional insurance, ask if they have decided

how much a month they can af ford for health

insurance.

1. Use the Medicare summary chart (in the "Guide" or

Medicare Handbook) to show the client what Medicare will

pay and will not pay.

2. Analyze the basic Medicare gaps:

Under Part A  - hospital and nursing home care

 Hospital deductible and coinsurance.

 Hospital care beyond 150 days.

 Intermediate and custodial care.

Under Part B - doctor and medical services

 Explain the difference between Medicare's

approved charge and the doc tor's actual bill.

 Explain that the Medicare-approved 

charge is usually less than the  doctor's bill
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Discuss
Protection
vs. Cost
For Private
Insurance

STOP HE RE!!!!

and that Medicare only pays 80 percent of the

"approved charge".

 Medicare does not provide worldwide

coverage.

 Medicare does not pay for outpatient

prescription drugs.

 Medicare was never intended to pay for

everything!

The question to consider here is insurance coverage needed vs.

cost.

1. Most basic gaps in Medicare can be filled with the purchase

of one Medicare supplement policy.  However, neither

Medicare nor Medicare supplement policies will cover

long-term care costs.

2. The client will have to determine how much money s/he

can afford for insurance.  Complete coverage can be ve ry

expensive.  Is the coverage worth it?  Probability vs.

possibility should  be considered by the clien t.

If the client does not have his/her personal insurance policy at

the meeting, 

Do not try to answer any questions about policies unless you

have them in your hands!  The risks of misinformation are too

great!
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Analyze the
Client's
Medicare
Supplement
Policy

Analyze the
Client's
Long-Term
Care Policy
(If
Applicable)

1. Use the Medicare Supplement Comparison Form provided,

refer to Sec tion F of this  manual o r to the "Guide to Hea lth

Insurance for People With Medicare".

2. Check the client's actual policy to determine:

 Exact name of insurance company.

 Form number.

 Name o f insurance contract.

 Additional coverage.

 The same insurance company may have several

similar policies.  Some carriers may come out with a

new po licy or policies eve ry year.  Be carefu l!

 If the "old" po licy was replaced with a new policy,

check for a replacement form.  The law requires the

selling agent to have the purchaser sign a

replacement form at the time of the sale.

1. Help the individual understand the terms used  in long-term

care policies (see Section H  of this manual):

 Definitions of covered nursing facilities.

 Elimination period.

 Maximum length  of benef it.

 Waiver of premium.

 Renewability.

 Premium.

2. Assist the client in understanding the benefits of the

contract.
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Summarize
the Gaps

Counseling
Guidelines
Summary

3. Encourage the client to discuss his/her insurance needs and

amount of benefits to purchase with other family members,

trusted friends, or professionals such as an accountant or

lawyer.

1. If the client has more than one policy, repeat the process for

each con tract.

2. Help the c lient understand where there are gaps or dup licate

coverage.  The counselor should never advise a client to

discontinue or purchase a particular policy.

 1. Avoid m aking dec isions for your c lient.

 2. Encourage clients to act on their own behalf.

 3. Treat your clien t in a caring manner.  Be  supportive  as well

as profess ional.

 4. Be sure you understand the question the person is asking

before you provide an  answer.

 5. Learn as much  as you can about M edicare and Medicare

supplement as well as long-term care insurance ... and keep

on learning.

 6. When in doubt, say so.  Follow up to get the right answer.

 7. Do not tell your client that the problem will be resolved by

the courts.

 8. Be alert to claim/appeal time limits.

 9. Before the meeting  ends, agree  on wha t further con tact is

needed.

10. Complete the paperwork on the session.

11. Remem ber to keep  all client inform ation conf idential.
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R E L A X
1. It is not a crime if you do not know the answer to every

question asked about Medicare, Medicare supplement

coverage, or LTC plans.  No one knows it all ... even

experts.

 2. You are  offering seniors a free  service that is unique in

your state.

 3. You have everything you need to handle most cases.

 4. Don't worry about small details.  Settle down and help the

client.

 5. If you are not sure ... do not provide an  answer!!!

a. When in doubt take the client's name, telephone

number , questions, and policy form number , if

applicable, and promise to follow up.

b. Tell the client you will call in several days after you

have explored the questions or after you have

contacted other sources for guidance.

 6. Even experts have to  check with other experts in

specialized areas.

 7. As a certified counselor, you may know more about

Medicare, M edicare supplemen t insurance, and long-term

care insurance than many insurance professionals in the

United States.

 8. The only "sin" and embarrassment is to give faulty

information!!!

 9. Use the knowledge and information that you know to be

accurate. You will do  a fine job for the client.

10. Remember everything a client tells y ou is conf idential.
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What's the
Problem?

Check Out
the Policy

SORTING AND SOLVING CLAIMS PROBLEMS

Mr. Jones shows up for his counseling appointment with a shoe box full o f paper.  He is

perplexed, concerned, upset.  The paper is a mixture of bills and explanations, all covered

with numbers and dollar signs.  He is not sure w ho has pa id what and suspects he is

getting the short end of the stick.

Your job:  Help  him make sense o f it all.

You need some information from the client to get you started:

1. What does he think happened?

2. Why  does he believe this?

Mr. Smith may be righ t or wrong , or a little of each .  But his

perception of the problem will help get you started in the right

direction.

Start by reviewing any insurance policy that is involved.

1. You must have the actual policy, outline of coverage, or

benefits booklet for review in order to provide help.  DO

NOT GUESS ABO UT POLICY PROVISIONS.

2. Read the documents to see what benefits are covered as

well as what things are excluded.  If the client's concern has

been more specific, then look for the section that would be

most relevant.

3. The solution may jump right at you ("Aha!  This policy

does not cover elective surgery when performed in Outer

Mongolia!").

4. But if the answer is not yet obvious, set the  policy aside. 

And come back to it once you have  sorted out the paper.
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Sorting

Matching

Recording

Typically, you will be reviewing  several items when helping to file

or follow up on a claim:

1. The insurance policy.

2. Insurance identification cards.

3. Relevant medical bills and statements indicating dates

services were rendered and amounts of payments.

4. Correspondence including explanation of benefits, notices,

statements of payments, and denial notices.

Sort and resort.  First, put all things of one kind together, then

put them into order by date of  service and provider.

1. Separate "Explanation of Benefits" notices from bills.

2. Separate medical bills by provider.

3. Arrange bills from each provider in order of date of

services rendered.

4. Arrange "Explanation of Benefits" by carrier (insurance

companies, employers, Medicare) and then into order

according to the date of service.

5. Read any letters (from the doctor, insurance company, or

Medica re).  The letters, like the client's perception, can help

point you in the right direction.

The next step is to match documents that relate to the same service

date.  Clip them all together.

Use the "Claim Information Sheet" (page E-19) to help analyze

what has happened with the bills.

1. Enter the item s in order of  the date of  service starting  with

the earliest and  ending w ith the most recent.
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Analyzing
and
Problem
Solving

2. Look for Medicare or insurance company checks that may

have been made payable to the client and never received by

the provider.

3. Record all amounts and check numbers of patient

payments.

4. It is not always easy to determine whether a deductible or

coinsurance amount has been "paid" or simply deducted

from the amount of the bill.

Now the fun beg ins!  You know what the client thinks is the

problem.  Now you have got to figure out what it really is.  Just

what you are looking fo r will vary from case to case.  Possibilities

include:

1. Double Bills or Payments.  If you find more than one bill or

EOMB that appears to be for the same service, it may be

either a duplicate or a mistake.

2. Unbilled MedSup.  Medicare has paid it in part and

returned the bill to the doctor because the MedSup

company does not have a direct billing ("crossover")

arrangement with Medicare.  The bill now has to get to the

MedSup  carrier.

3. UCR.  The bills add up to a lot more than the insurance

payments because the doctor has charged more than the

company's usual, customary, and reasonable charge.  You

will have to  review the  policy's payment p rovisions to see if

this is proper. 

4. Assignment Violated.  The doctor was supposed to take

assignment but is billing the patient more than Medicare

has approved.  The client should check first with the doctor

to verify assignment status and whether the bill is a

mistake.  You may have to refer the complaint to Medicare.

5. Procedures Disallowed.  The insurance company (or

Medicare) claims a particular service is not covered and so

has not pa id for it.  Check the policy for specific
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Don't Guess

Counseling

exclusions.  If unresolved, refer the consumer to the

Department of Insurance.

6. Insurance Paid Pa tient  Directly.  The doctor is dunning her

patient because the insurance company paid the patient.  If

correct, the patient may, indeed, owe  the doctor.

7. Etc., Etc., Etc. !!!!

If you encounter something you do not understand:

1. Offer to do the research necessary to obtain accu rate

information and arrange to follow up with the client as

soon as possible.

2. You may also discover that your client's concerns extend

beyond the scope of SHIC.

3. Inform the client of the appropriate referral resources and

offer to make the initial contact for your c lient.

Whenever possible, try to demonstrate useful ways for your client

to organize  his/her med ical files.  The  Claim Information Sheet is

a useful tool for organizing important information.  Encourage

your client's participation as you review his/her claims situation,

as you fill in the Claims Information Sheet and as you determine

ways to assure maximum payment.

1. Make sure your client understands your assessment of the

circumstances and approves all ac tions to be taken to

resolve claims-related concerns.

a. Provide precise and thorough explanations and

encourage questions to assure the most informative

session for  your client.

b. After you have carefully explained the appropriate

steps to take to resolve a problem, encourage your

client to do his/her own follow up.
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2. There may be times when your clien t needs an advocate to

act on his/her behalf in resolving a claims-related issue.  As

a result of your objective assessment of the situation during

your discussion with your c lient, you will be in  a position to

determine if advocacy is required and to make

recommendations for appropriate action.

a. Be flexible about your ideas for resolving your

client's difficulties.  Remember the client is not

obligated to follow your suggested course of action.

b. Whenever in doubt, call program staff at the

Insurance Department hotline, 1-800-247-0560.

c. Review your conclusions with the client and confirm

that the c lient approves o f your course of  action. 

Establish realistic follow-up dates and arrange for a

future meeting if necessary.  Give the client a written

list of things to do and when to do them.

d. As soon as possible after the session, make a record

of what transpired and provide the report to your

coordinator.
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Customer
Satisfaction

Avoiding the Shoe Box Syndrome!

A few tips you can give your client to help make sense of future medical

claims.

 Get  a large calendar to use for medical information  only.

 Note all appointments on the calendar; indicate name of provider and

type of service received.

 Make a list of telephone numbers for all contact people and

organizations.  Include:

 Doctors' offices

 Hospital billing office

 Insurance company (usually a toll-free number)

 Pharmacy

 Other medical providers

 Insurance agent

 SHIC:  1-800-247-0560 or 328-2977 in Bismarck/Mandan

Government programs and those who work in or with them are not

always perceived as being customer oriented.  Like many other

state agencies, the North  Dakota Insurance  Department strives to

erase that perception.  As a consumer protection agency, the

Department seeks to go beyond "good service" by aiming for

"customer satisfaction".  Following are suggestions for achieving

customer  satisfaction.  These brief summaries are intended to

provide food for thought as you work with SHIC clients.

This section provides ideas on several topics:

1. Dealing with difficult clients.

2. Listening skills.

3. Telephone calls.

4. Training clients (e.g., claims filing process).
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Active
Listening

Training
Skills

5. Customer satisfaction  in general.

Becoming a better listener adds to your credibility, makes you a

better problem solver, and teaches others to comm unicate better.

1. Don't interrupt.  Hear the complete message before you

respond to  it.

2. Take notes to help organize your thoughts.  It will

encourage the speaker to stick to the  point.

3. Delay evaluation of the speaker and the  topic.  Concentrate

on the message.

4. Don't rehearse your answer as you listen.

5. Restate the content of what you have heard to clarify

implications or conclusions.

6. Ask for specifics to hold down on abstract talk and

exaggeration.

7. Always summarize  agreements and plans before you end a

conversation.

When teaching clients how to file a claim or appeal, or sort and

track paperwork, here are critical steps to keep in mind:

1. Tell them what you want them to do.

2. Take time to show them  how to do it--each step.

3. Let them try--have a "hands on" act ivity.

4. Watch their demonstration.

5. Manage  the demonstration.

6. Provide inform ation, feedback, and a pat on the

back.  
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Telephone
Calls

Upset/
Angry

Do you pick up the telephone by the first, second, or third ring? 

Do you identify yourself?  W hat do you do  when you  cannot he lp

the caller?  Here are a few tips (some may apply only to sponsors):

1. Answer the telephone promptly--by the third ring.

2. Identify yourself (and your organization).

3. Use the client's correct name, don't guess.

4. Speak clearly .

5. Put a smile in your voice.

6. If you cannot he lp the client, refer them to someone

who can.

7. If you promise to call back , follow through. 

Provide sta tus reports when there is a  long wait.

8. Say thank you.

You will need to calm the client and move them toward solving

the problem.

1. Take it professionally, not personally.

Express respect, ignore snide remarks/sarcasm, watch for

your early warning signs.  Use a buddy system or

reschedule if  a coo ling off  period is  necessary.

2. Deal with the emotions first.

Let them vent without interruptions, listen to understand,

ask open-ended questions, and give empathetic feedback.

3. Deal with the PROBLEM.

Determine the specifics of the problem, ask closed-ended

questions, take notes, and restate the key issues.  Identify
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General
Dos

client expectations--what outcome do they want?  How

would they handle the problem?

4. Outline the alternatives.

Concentrate on the "cans" not the "cannots".  Tell the client

what you can do for them.  

5. Agree on a solution.

Which of the alternatives does the client choose?  What can

be done to assist them?

6. Take action and follow through.

If possible, do something extra.

7. Double-check for satisfaction.

NOTE: Remember, the customer is not always right--but

from their perspective they are.

1. Provide extra service.

2. Be culturally sensitive/aware.

3. Speak the client's language (i.e., avoid acronyms and

jargon).

4. Understand the client--their perception of the problem and

their needs.

5. Take ownership  of the problems that are presented.

6. Strive for self-improvement--identify skills that need

developm ent.

7. Build client relationships--make the process as easy as

possible, build trust, and show appreciation.

8. Have a positive attitude and take initiative.
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General
Don'ts

9. Learn to spot the signs of burnout and prevent it.

1. Interrupt.

2. Assume you know what the client wants or what he/she

will say next.

3. Lose sight of the customer's problem due to exaggerations,

sarcasm, or personal attacks.

4. Seek someone to blame for the problem.

5. Argue with a clien t.

6. Say, "You have to . . ."

7. Say, "The on ly thing that can be done  . . ."

8. List the things you cannot do.

9. Share internal problems with clients.
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WHAT COUNSELORS WILL DO

 I will try to answer any questions you may have about Medicare, supplemental

insurance, or long-term care insurance.  If I cannot provide you with the answer

during our counseling session, I will either contact you later with more information

or refer you to a resource person who can assist you.

 I will assist you in understanding and organizing your Medicare bills and

statements and help you develop a system to organize your Medicare-related

paperwork yourself.

 I will assist you in submitting claims for Medicare and supplemental insurance.

 I will help you understand  Medica re's appeals process and  provide information to

assist you in deciding whether you should file a Medica re appeal for Medicare

decisions with which you disagree.  If you are unable to pursue an appeal on your

own, I can either assist you or refer you to the appropriate agency for assistance.

 I will help you clarify the services that Medicare does not cover and help you

evaluate your needs so you can make your own decision about buying a

supplemental insurance policy.  I can a lso show you how to  compare  specific

policies so you can make your own decision on which one to purchase.

 I will refer you to other resources and organizations in your community that can

help you with Medicare-related problems that are complicated and should be

addressed  by a professional.

 I will keep accurate notes about the counseling session and fill out a counseling

report form. 

WHAT COUNSELORS WILL NOT DO

 I will no t recommend that you purchase or terminate a specific insurance policy. 

Volunteer counselors do not sell, promote, or recommend any brand of insurance.

 I will not share any information about your questions or problems with any other

person or agency unless  I am specif ically authorized  by you to do so.  The only

exception to this is the reporting to the Insurance Department for program

assessment and recordkeeping .  All contact w ith you will be stric tly confidential.
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 I will not charge you for the counseling service that I provide as a volunteer

counselor.  This service is free to everyone.  In some cases, I may ask you to pay

for copying your bills or for postage if we  must send  information on your case to

the insurance companies who administer Medicare or to your supplemental

insurance com pany.

 I will not make the final decision for you on any matter.
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SECTION L
COMPREHENSIVE HEALTH ASSOCIATION OF NORTH DAKOTA

(CHAND)
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The Comprehensive Health Association of North Dakota (CHAND) was created by the

North Dakota Legislative Assembly in 1981 to provide comprehensive health insurance to

residents of the state who had been denied health insurance or had been given restricted

coverage because they had health problems and were considered to be in a high risk

category. North Dakota is one of 29 states with risk pools available and was one of the

first three in the country. Enrollment has grown from 78 contracts in 1982 to over 1,500

in 2002 . 

The program offers six coverage options: $500 and $1,000 deductibles with or without

chiropractic endorsement and Medicare F supplement for over age 65 and under age 65

disabled. Only single policies are available and the lifetime maximum benefit a member

can receive is $1,000,000, which is consistent with other risk plans. There is a

coordination of bene fit provision that makes C HAND secondary to all other third -party

payors. 

To be elig ible for the program a person needs to have  been a resident of North Dakota

continuously for at least six months and have written evidence that at least one carrier has

denied health care coverage or offered coverage which substantially restricts benefits for

specific conditions. 

CHAND  has a 180-day waiting period for preexisting conditions except maternity, which

has a 270-day waiting period. Waiting periods do not apply to members who are losing

dependent status under a parent’s or guardian’s policy which has provided continuous

coverage for the 12-month period immediately preceding the filing of the application nor

does it apply to m embers w ho require non-elective treatment of  a congen ital or genetic

disease. The legislation also includes a provision that authorizes the Board of Directors,

by a two-thirds majority vote, to waive a waiting period under emergency circumstances

to provide an applican t access  to medical care  deemed necessary to p reserve  life. 

The 1997 Legislative Assembly passed legislation to implement the Health Insurance

Portability and A ccessibility Act (H IPAA) of 1996 . As part of  the federa l Act, every state

could either adopt an acceptable state alternative mechanism for group-to-individual

portability or accept the federal "fall-back" mechanism. North Dakota opted to utilize

CHAND  as the alternative program. The waiting period of 180 consecutive days of

coverage under this benefit plan may be reduced by days of membership under qualifying

previous coverage, if continuous, to a date within 63 days prior to the effective date under

this benefit p lan. To qualify for CHAND as a HIPA A enrollee , the applican t must: 

1. Be a current resident of this state; and 
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2. Have had 18 months of qualifying previous coverage, the most recent of

which is coverage under a group health benefit plan, governmental, or

church plan; and 

3. Have applied for coverage within 63 days of the termination of the

qualifying previous coverage; and 

4. Not be eligible for coverage under a group health benefit plan, Medicare, or

Medicaid; and 

5. Not have any other health insurance coverage; and 

6. Have not had prior coverage terminated for nonpayment of premiums or

fraud; and 

7. If offered the option, have elected continuation coverage under the

Consolidated Omnibus Budget Reconciliation Ac t (COBRA) or under a

similar state prog ram and that coverage  has been exhausted. 

When days of membership under qualifying previous coverage are applied to the waiting

period, benefits for covered services will be available to the extent provided by the

coverage in force at the time covered services are received by the member. If no coverage

is available for a specific service under the qualifying previous coverage, the waiting

period will app ly to the specific service. 

In 2001 the Legislative Assembly passed an additional residency requirement for

CHAND . It requires that an individual’s CHAND coverage is terminated if a member

physically resides out of the state of North Dakota for more than 182 days during any one

benefit year.

The Board structure consists of one representative from each of the three largest premium

volume accident and  health companies, the Insurance Commissioner, the State H ealth

Officer, the Director of the Office of Management and Budget, one senator and one

representative. 

The original legislation created a self-supporting pool through  premium dollars; how ever,

due to high claims costs, the original legislation was amended in 1983 to limit the cost of

CHAND coverage to 135% of the average premium charged for standard coverage. All

accident and health insurance companies who do a minimum of $100,000 of premium

volume annually in North Dakota are required by law to participate in CHAND and

contribute to its funding through an assessment that is based on their volume. The State of

North Dakota subsidizes CHAND through premium tax  credits equal to  each  company's
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assessment. CHAND has also implemented several cost containment mechanisms, such as

preadmission authorization, a prenatal program, and a concurrent review case

management prog ram to assist in  controlling costs. Blue Cross Blue Shield of North

Dakota is the current Lead Carrier for CHAND, providing administration of the day-to-

day business o f the pool.

A person  who has been refused insurance coverage or has been told a significant hea lth

condition will be excluded from coverage may be eligible for CHAND. Contact any

licensed health insurance agent for additional information. Only licensed agents may take

an application. Any company denying or restricting coverage is required to inform the

applicant about CHAND , the requirements for acceptance, and the procedure for

applying.

The toll-fee number for CHAND  is 1-800-737-0016.
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GLOSSARY OF TERMS
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GLOSSARY OF TERMS

Accelerated Death Benefit - Provision in a life insurance policy which permits an insured who

is terminally ill to collect a fixed percentage of the death benefit before  dying.  This may be so ld

with the policy or as a rider to an existing policy.  The object is to use the death benefit to pay

health care expenses.

Activities of Daily Living (ADLs) - Activities which include help walking, getting in and out of

bed, bathing, dressing, eating, toileting, and taking medicine.  Also see "Custodial Care."  An

insured's inability to perform specific ADLs may qualify him or her for long-term care insurance

benefits.

 

Actual Charge - The amount a physician or other health care provider bills a patient for a

particular medical service or procedure.  The actual charge may differ from the Medicare

approved amount or amount approved by other insurance programs.

 

Acute Hospital - A hospital which provides care for persons who have a crisis, intense, or severe

 illness or condition which requires urgent restorative care.

Advance Beneficiary Notice (ABN) - A written notice (the standard government form CMS-R-131)

received from physicians, providers, or suppliers before furnishing a service or item to notify the

beneficiary:

• That Medicare will probably deny payment for that specific service or item.

• The reason the  physician, provider , or supplier expects Medicare to deny payment.

• That the beneficiary will be personally and fully responsible for payment if Medicare denies

payment.

An ABN  gives the beneficiary the opportunity to refuse to receive the service or item.  

Appeal (Medicare) - Medicare beneficiaries have the right to request a review of a denied claim,

and if not satisfied with the review, to appeal to a higher review.  See "Medicare Appeal."

 

Approved Charge (Allowab le Charge) - The amount Med icare or other insurers will use as a

 basis for determining how much they will pay for a given service or piece of equipment.  The

Medicare approved charge is always the lowest of the customary, prevailing, or actual charge.

 Area Agencies on Aging (AAA) - Local government agencies which  grant or contract with

public and priva te organizations to provide services for o lder persons w ithin their area.  In North

Dakota, the Division of Aging Services of the Department of Human Services functions as the

area agency on aging for the state.  Call 1-800-274-2622 or 224-2577 from Bismarck-Mandan.

 

Assignment (Medicare) - The physician or supplier who "accepts assignment" under Medicare

Part B agrees to accept Medicare's approved charge as payment in full.  That means that after

Medicare pays 80 percent of the approved amount, a doctor who accepts assignment can bill the

patient (or the patient's insurance company) for only the additional 20 percent of the approved

charge.  See Section E.
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Attained Age - The age you have reached.   Insurance companies  use this  term w hen the  policy's

premium will increase as you grow older.  The company will show prices for your "attained age".

Balance Billing - See "Excess Charges."

Beneficiary - Any person who receives benefits of an insurance policy or plan.

 

Benefit Maximum - The most a health insurance policy will pay for a specified loss or covered

service.  The benefit can be expressed as either:

       a length of time (for example, 60 days), or

       a dollar amount (for example, $350 for a specific procedure or illness), or

       a percentage of the Medica re approved am ount.

The benefits may be paid to the policyholder or to a third party.  This may refer to specific illness,

time frame, or the life of the policy.

Benefit Period - The time for which payments for benefits of an insurance policy are available. 

A single policy may include different benefit periods for different kinds of treatment or services.

Benefit Period (Medicare) - A benefit period under Medicare Part A begins when a patient

enters a qualified hospital and does not end until the patient has been out of a hospital and not

received Part A benefits for 60 consecutive days, including the day of discharge.

Benefit Trigger - The event that causes insurance benefits to start being paid.

Biological - Substances, such as whole blood, hemophilia clotting factors, tetanus antitoxins

vaccines, tumor chemotherapy agent, etc. 

Buy-In - Program in which the state's Medicaid program pays the Medicare premiums,

deductibles, and copayments for certain low income eligible people. 

Calendar Year - January 1 through December 31.

Carrier (Medicare) - Now called Medicare contractor. 

Carve Out R etirement Plans -   Plans that pay a specified plan benefit less what Medicare pays.

Centers for Med icare and Medicaid S ervices - A branch of the Department of Health and Human

Services.  The federal agency is responsible for  administering the M edicare and Medicaid

programs.  It was formerly called Health Care Financing Administration (HCF A). 

Certificate Holder - The person insured under a group insurance policy (see Group Insurance).

CHAMPUS - See TRICARE.
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CHAND - Comprehensive Health Association of North Dakota - Created by the 1981

Legislative Assembly to provide comprehensive health insurance to residents of the state who had

been denied hea lth insurance or who had been given restricted coverage because they had health

problems or were considered to be in a high risk category.  See Section K.

Charges - Prices assigned to units of medical service, such as a visit to a physician or a day in

the hospital.  Charges for services may not be related to the actual costs of providing the services. 

Further, the methods by which  charges are related to costs vary substantially from service  to

service and from institution to institution.

Chronic Condition - A continuous or prolonged illness or medical condition (example:  asthma,

diabetes, varicose veins).

Claim - A bill requesting that medical services be paid by Medicare or by some other insurance

company. 

Claim for Payment (CM S-1490S) - Called the Patient's Request for Medical Payment, this

document is prepared by the beneficiary and submitted to the carrier for payment for covered

services under Medicare Part B. 

CMS - Centers for Medicare and Medicaid Services. 

COBRA - Consolidated Omnibus Budget Reconciliation Act - Federal law requiring that

workers w ho end employment for specified reasons have the op tion of purchasing group health

insurance through the employer for a limited period (usually 18 months, but sometimes 36

months).  When you purchase coverage under COBRA, you must pay the full premium including

the employer's share.

Cognitive Impairment - Relates to mental ability to safely care for oneself.

Coinsurance or Copayment -   A percentage or dollar amount of covered expenses w hich the 

beneficiary is required to pay. 

Comm unity Spouse - The spouse of an institutionalized spouse who is (1) not receiving

Medicaid, and (2) not financially responsible for a child who is receiving Medicaid.

Conditionally Renewable - The company agrees to continue to insure you contingent upon

certain specified conditions. 

Conservatorship - A legal procedure by which one person (the conservator) is given power over

the living arrangements, property and/or finances of another person (the conservatee). 

Conservatorships are established with legal safeguards for the conservatee. 

Contractor (Medicare) - A private health insurance company under contract with the Centers for

Medicare and Medicaid Services (CM S) to handle claims processing for Medicare Parts A and B. 

In North Dakota the contractor is Noridian Administrative Services. 
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Coordination  of Benefits - Provisions and procedures  used by insurers to avoid duplicate

payments when a person is covered by more than one policy.  

  The primary payer is the policy which pays first--as if there were no other policies involved.

  The secondary payer pays some or all of the balance.

  The combined payments should not be more than 100 percent of the claim.

  North Dakota's "coordination o f benefits" law sets up ru les for deciding which policy is

        “primary", but Medicare has its own special rules.

Coordination applies only to group plans and not individual coverage.  Also see "Medicare as

Second Payer".  

Copayment (Coinsuran ce) - A specified dollar amount or percentage of covered expenses 

which an insurance policy or Medicare requires a beneficiary to pay towards medical bills. 

Medicare has two kinds of coinsurance:

  Part A:  Hospitalization coinsurance begins after the first 60 days in hospital, and the 21st

        through the 100th day of skilled nursing facility care.

  Medicare Part B:  Medical coinsurance is 20 percent of all Medicare approved charges.

Costs - Expenses incurred in the provision of services or goods. Charges billed to an individual

or third party may not necessarily be the same. Hospitals often charge more for a given service

than it actually costs in order to recoup losses incurred  from provid ing other services where costs

exceed feasible charges. 

Covered Services - Services for which an insurance policy (or Med icare) will pay.

CPT ("Current Procedural Terminology") - A list of the descriptive term s and the numeric

identifying codes and modifiers for describing and reporting medical services and procedures

performed by physicians.  These codes are required on the "Request for Medicare Payment" form

for claims submitted for Medicare payment (published by the American M edical

Association--1990 Edition).

Custodial Care - Care intended primarily to meet personal needs and which could be provided

by persons without professional sk ills or training.  For example, custodial care  includes help in

walking, getting in and out of bed, bathing, dressing, eating, toileting, and taking medicine. 

(These may also be referred to as Activities of Daily Living (ADLs).)

Customary Charge - The amount that individual physicians usually or frequently charge

patients for specific services in similar medical circumstances. 

Deductible - An initial amount of medical expense for which  the beneficiary is responsib le

before Medicare or an insurance policy will pay.  

DHHS - Department of Health and Human Services (federal).

Diagnostic Related Groups (DRGs) - A Medicare term for the system used to determine the

amount that Medicare reimburses hospitals for inpatient services.  DRG is part of the "Prospective

Payment System".  Medicare has divided categories of illnesses into 477 groups and assigns a

DRG to each Medicare patient being admitted to a hospital.  The hospital is reimbursed a fixed

amount based on the patient's DRG code.
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Disclosure Statemen ts -  A statement required by federal law which states the extent to which a

policy duplicates Medicare.  

Duplication of C overage - Coverage of the sam e health services by more than one health

insurance policy.  Federal law prohibits duplication of Medicare supplement coverage.

Durable Medical Equipment (DM E) - Durable medical equipment is equipment which can 

1) withstand repeated use, 2) is primarily and customarily used to serve a medical purpose, 3)

generally not useful to a person in the absence of an illness or injury, and 4) is appropriate for use

in the home. 

Durable Pow er of Attorney for H ealth Care - A legal document which authorizes another 

person to make decisions regarding your medical treatment only when you become incom petent. 

It cannot last longer than seven years and you can revoke it at any time.

Duration of Benefits - Time period or maximum amount of dollars for which an insurance

policy will pay benefits. 

Elimination Period - The number of days the insured must receive covered services before the

insurance policy will begin paying.  This is common in long-term care, hospital income, or

indemnity type policies (also known as a deductible period).

End Stage Renal Disease (ESRD) - Medical condition in which a person's kidneys no longer

function, requiring the individual to receive dialysis or a kidney transplant to sustain his or her

life. 

Enrollment (Medicare) - Procedure by which eligible persons can sign up for the Medicare

program and receive Medicare coverage.  It is handled by the Social Security Administration

through local Social Security offices.  See Section C.

Enrollment Period - Period during which individuals may enroll for an insurance policy, 

Medicare, or health maintenance organization (HMO) benefits.

Entrance Age - The maximum  or minimum age at which a company will sell the policy. 

Excess Charges (Medicare) - The amount that a doctor's bill exceeds the Medicare-approved

charge.  Federal law limits this to 115 percent above the Medicare approved amount.  Some

Medicare supplement policies pay part or all of the excess charge.  Also known as "balance

billing".  See Section E.

Exclusion - An expense or condition that the policy does not cover and toward which it will not

pay.  Common exclusions may include preexisting conditions such as heart disease, diabetes, or

hypertension.  Because of such exclusions, persons who have a serious condition or disease are

often unable to secure insurance coverage, either for general conditions or the particular disease.

Sometimes excluded cond itions are excluded only for a defined period after coverage begins. 

Expense Policy - A long-term care expense policy pays the actual daily charge up to a maximum

daily benefit.
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Experimental - Medical treatment which is not generally accepted within the medical

profession.  Insurance policies often do not cover "experimental" procedures, but companies and

doctors often disagree as to whether a specified procedure o r treatment is exper imental.

Explanation of  Medicare Benefits (EO MB) Form s - This has been replaced by the Medicare

Summary Notice (MSN), which sums up all the services (Part A and B) that were given over a

certain period of time, generally monthly.  

Fee for Service - Method of charging whereby a physician or other practitioner bills for each 

encounter (visit) or  service rendered.  T his is the way most doctors bill.

Fee Schedule - A listing of accepted charges or established allow ances for specified medical,

dental, or other procedures or services.  The fee schedule usually represents either a physician's or

third party's standard or maximum charges for the listed procedures.

Fiscal Year (FY) - The federal government's budget (o r fiscal) year runs from O ctober 1 to

September 30 of the following calendar year.

Free Look - The per iod during which you may reconsider the  purchase of an insurance policy,

cancel, and get a full refund.  Medicare supplement and long-term care policies have a 30-day

"free look".

General Enrollment Period -  An annual enrollment opportunity from January 1 through March 31

for anyone who did not sign up for Part B of Medicare during the initial enrollment period. 

Grace Period - A specified period  after a premium payment is due on an  insurance policy in

which the policyholder may make such payment and dur ing which the provisions of the policy

continue, usually 30 days.

Grievance - A complain t about the way a Medicare health plan is giving ca re.  One may chose to file

a grievance, for example, if problems are experienced with cleanliness of a facility, contacting the

plan, staff behavior, or operating hours.

Group Insurance - A group policy is a written contract between an insurer and a "middle man",

usually an employer or group, which provides benefits to the insured persons holding individual

certificates of insurance stating the provisions of the coverage given to each insured individual or

family.

Guaranteed  Issue - An insurance policy which will be issued to anyone, regardless of health.

Guaranteed Issue Rights - Rights available in certain situations to a beneficiary when insurance 

companies are required by law  to issue a Medigap po licy.

Guaranteed  Renewab le - The insurance company agrees to continue insuring the policyholder

for as long as the premium is paid.  The company cannot change benefits or increase premiums

because you have  made claims.  H owever, the insurance comp any can raise the premiums for all

policyholders based on their experience.
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Health and Human Services, Department of - An executive department of the federal

government which has the ultimate authority for the Medicare and Medicaid program s.

Health Care Financing Administration (HCFA ) - The former name for what is now  called

Centers for Medicare and Medicaid Services.  

Health Insurance Claim Numb er (HIC) - The unique  alphanumer ic Medicare entitlement 

number assigned to a Medicare beneficiary.  The number is generally the Social Security number

and will appear on the Medicare card.  

Health Maintenance Organization (HMO) - An organization that provides a comprehensive

range of health services (including hospitalization, preventive care, diagnosis, and nursing). 

HMOs require members to use specific health care services (doctors, hospitals, etc.) which belong

to the HMOs "network".  The HMO will pay less or nothing if members go outside the network.

Home Health Agency - A public or private agency that specializes in providing skilled nursing

services, home health aides, and other therapeutic services, such as physical therapy, in the home.

Home Hea lth Aide - A semi-skilled professional, often employed by a home health agency, who

provides in-home assistance with activities of daily living.

Home Hea lth Care - Health care services provided in the home on a part-time basis for the

treatment of an illness or in jury.  Medicare pays for home care only if: 

       The patient needs skilled care; and

       Care is required on an intermittent basis; and

       Care is intended to help the patient recover or improve from an illness.

Hospice - A public agency or private organization that primarily provides pain relief, symptom

management, and supportive services to terminally ill people and their families.  Hospice services

may be received at home or in a hospice facility.  Medicare covers most hospice care.

Inflation Protection Fea ture - Feature which provides for an automatic benefit increase each year

(generally five percent a year for the first 10 years) in order to protect against the rising costs of

long-term care insurance.

Illegal Sales Practices - Sales techniques u sed by insurance agen ts selling  health insurance to

supplement Medicare (Medigap) in which they mislead older adults into buying unnecessary

coverage or paying premiums for no coverage.  

Indemnity Policy - Type of insurance policy which pays a fixed amount per day for covered

services received.  

Individual Health  Insurance - A written contract between an insurance company and an

insured person (contrast with "group" health insurance).

In-Home Supportive Services (IHSS) - Personal care serv ices and nonmedical services to help

functionally impaired persons of all ages with limited resources stay at home.  It is paid for

qualifying persons by Title XX of the Social Security Act.  
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Initial Enrollment Period (Medicare) - The seven months surrounding a person's 65th birth

month which is the best time to enroll for Medicare.  

Inpatient - A person w ho has been adm itted at least overnight to a hosp ital or other health

 facility for the purpose of receiving a diagnosis, treatment, or other health services.  

Institutional Spouse - An individual who (1) is in a swing bed, State Hospital, or nursing

facility and at the beginning of the institutionalization was unlikely to be in the facility for at least

30 consecutive days (even if the individual does not actually remain in the facility for 30

consecutive days), and (2) is married to a spouse who is not in a swing bed, State Hospital, or

nursing facility.

Institutionalization - Admission of an individual to an institution, such as a nursing home,

where he or she will reside for an  extended period  of time or indefinitely.

Insured - The ind ividual or  organization protected by an insurance policy.

Insurer - A company which contracts to reimburse the insured for a loss covered by an insurance

policy.

Intermediary or Fiscal Intermediary (FI) - Now called Medicare contractor. 

Issue Age - A term used by insurance companies mean ing the age you were when you purchased

the policy.

Length of Stay - The time a patient stays in a hospital or other health facility. 

Lifetime Maximum - The m aximum do llar amount that a policy will pay in the policyho lder's

lifetime.

Lifetime Reserve (Medicare) - Under Medicare Part A, the "lifetime reserve" days begin after

the patient has been in the hospital for 90 days in a single benefit period. Medicare pays only part

of the cost for a total of 60 lifetime reserve days.

Limited Benefit Plan s -  Insurance plans that generally offer low premiums for limited coverage of

a specific event.

Loading Up - Selling two or m ore health insurance policies when one is adequate.  It is usually

the result of unscrupulous sales practices. Also called "stacking." 

Long-Term Care (LTC) - The medical and social care given to individuals who have severe

chronic impairments over a long period of time. Long term care can be provided:

  At home, by family members assisted with voluntary or employed help (such as provided

    by home health care agencies).

  In adult day health care centers.

  In institutions (nursing homes).
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Long-Term  Care Insurance - A policy designed to help pay the costs of long-term care.  

Benefits are often paid in the form of a fixed dollar amount (per day or per visit) for covered

long-term care expenses and may exclude or limit certain conditions from coverage.  See Section

H.

Long-Term Care Ombudsman - The office responsible for investigating patient com plaints

about long-term care facilities.  In North Dakota, ombudsman services are available through the

Aging Services Division of the D epartment of Human Services.  To reach the ombudsm an, call

toll-free 1-800-472-2622 or 224-2577 in Bismarck-Mandan.

Loss - The basis for a claim under an insurance policy.  In health insurance, loss refers to

expenses incurred resulting from an illness or injury.  

Loss Ratio - The amount that an insurer has paid for claims (loss) compared to the am ount it

collected from all customers in premiums, usually shown as a percentage.  For example, Medicare

supplement policies must have a loss ratio of at least 65 percent, which means the company must

pay out 65 cents for every dollar it collects over an established timeframe.

Mammogram - The x-ray of the breast to diagnose breast cancer.  

Medically Necessary - Physician's determination that specific treatment is required.  Medicare

and insurance policies typically will pay only for services which are "medically necessary". 

Unfortunately, Medicare  or your  insurance com pany may not alw ays agree  with your doc tor's

opinion.

Medicare - Title XVIII of the Social Security Act, federal health insu rance program  for people

65 and older and some disabled persons under 65.  Medicare has two parts:

  Part A is hospital insurance and primarily provides coverage for inpatient care.

  Part B is medical insurance and provides limited coverage for physician services and

    supplies for  the diagnosis and trea tment of illness or injury.

Medicare Advantage - A Medicare program that provides more choices among health plans. 

Everyone who has Medicare Parts A and B is eligible, except those who have End-Stage Renal

Disease.  Previously referred to as Medicare+Choice.  

Medicare Advantage Plan - A health plan, such as a Medicare managed care plan or private fee-

for-service plan offered by a private company and approved by Medicare.  An alternative to the

original Medicare plan.  Previously referred to as Medicare+Choice plan.  

Medicare A ppeal - Procedure by which a beneficiary who disagrees with  the amount of 

Medicare Part B reimbursement can challenge the Medicare carrier.

  Must file appeal within six months of the date of the EOMB.

  Within 60 days of an unsatisfactory decision for an amount over $100, a beneficiary may

    request a hearing by an administrative law judge.

  Medicare Part A appeals have different deadlines and limits on appealable amounts.

Medicare Benefit Notice - The form a Medicare beneficiary receives from the Medicare

intermediary explaining Part A benefits used and the status of deductible and coinsurance.
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Medicare+Ch oice - Now called Medicare Advantage.  

Medicare+Choice Plan - Now called Medicare Advantage Plan. 

Medicare Contractor - A private health insurance company under contract with the Centers for 

Medicare and Medicaid Services (CM S) to handle claims processing for Medicare Parts A and B. 

In North Dakota the contractor is Noridian Administrative Services.  

Medicare Mod ernization Act - See Medicare Prescription Drug Improvement and Modernization

Act of 2003.  

Medicare Prescription Drug Improvement and Modernization Act of 2003 (MMA) - The

federal signed into law December 8, 2003, by President Bush.  The Act is perhaps the most

significant change to Medicare since Medicare was established in 1965.  The law provided the

first comprehensive prescription drug benefit, as well as other changes.  

Medicare Select - A Medicare supplement policy which offers a lower prem ium if you use

specific doctors, hospitals, and other providers.  Similar to a health maintenance organization

(HMO).  

Medicare as Second ary Payer - Situations where you are covered  by another plan in add ition to

Medicare and the law requires that plan to pay first.  Medicare may be secondary when you are

covered by a group plan and:

       You or your spouse continue to work.

       You are disabled and under 65.

       You are covered by workers' compensation or similar benefits.

Medicare Summary Notice (MSN) - A statement that lists the beneficiary’s health insurance claims 

information.  It replaces the Explanation of your Medicare Part B Benefits (EOMB), the Medicare

Benefit Notice (Part A), the Explanation of Medicare Benefits (Part A), and Benefit Denial letters. 

It lists all the services or supplies  that were billed  to Med icare for a 30-day period of time.  It

explains what the provider billed for, the Medicare-approved amount, how much Medicare paid,

and what the beneficiary must pay.  It is important to check this notice to be sure the beneficiary

got all the services, medical supplies, or equipment that providers billed to Medicare.  If there are

any questions, a telephone number is listed in the Customer Service Information box on the front

of the MSN.  If there are disagreements with a claims decision, instructions on how to file an

appeal are on the MSN.  

Medicare Supplemental Policy (Medigap, MedSup ) - Type of insurance policy with coverage

specifically designed to pay the major benefit gaps in Medicare (deductibles and copayment).  See

Section F.

Medigap -  Same as  Medicare supplem ent policy.

MEDPARD - Medicare Participating Physic ians and Suppliers D irectory.  Directory issued by a

carrier listing all physicians in that carrier's area w ho accept Med icare assignment.
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National Association of Insurance Commissioners (NAIC) - An organization made up  of all

of the nation's state insurance departments.  The NAIC writes model laws and regulations for

insurance companies and state legislatures.

No Age Rating -  A term used by insurance comp anies in which premium is the sam e for all

customers regardless of age.

Noncancellable - Refers to a set premium rate.  Policies/certificates w ith a noncancellable

premium guarantee the insured the right to continue the policy for a specific period of time and

also guarantee the premium rate during that period.  

Nonforfeiture  - An optional feature of some insurance policies (usually long-term care

insurance) that provides for some benefits to be paid if certain conditions have been met and the

policy is lapsed.  See Section H.

Nonparticipating Facility or Physician - Health care facility which does not participate in the

Medicare program.   

Notice of Non-Coverage (Medicare) - Notice from a hospital that a Medicare patient no longer

requires inpatient hospital care.  See Section D.

  If you continue to stay in the hospital, you  become liable for all expenses sta rting three days

   after the notice.

  Medicare beneficiaries can appeal through an expedited appeal to the peer review

   organization or through the usual Medicare Part A appeals procedure.

Nursing Hom e - A place where persons reside who need medical or personal assistance.  A

nursing hom e can provide up  to three levels of care:  skilled, interm ediate, and custodial.  N ot all

nursing homes are Medicare approved /certified facilities.

Nursing Home Policy - Health insurance policy which generally pays daily benefits, e.g., $80

per day, for medically necessary stays in nursing home (sometimes referred to as long-term care

policies).

Occupational Therapy - Activities designed to im prove the useful functioning of physically

and/or mentally disabled persons.  

Older Americans Act (OAA) - Federal legislation enacted in 1965 to provide money for

programs and direction for a multitude of services designed to enrich the lives of senior citizens

(for example, adequate housing, income, employment, nutrition, and health care).  

Ombudsman - A "citizens' representative" who protects a person 's rights through advo cacy,

providing information, and encouraging institutions or agencies to respect citizens' rights.   

Open Enrollment - A period when new  subscribers may elect to enroll in a health insurance

plan or HMO.

  During open enrollment the HMO cannot reject applications because of bad health.

  You are not eligible for open enrollment as long as you are eligible to be covered by an

    employer's health plan.
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Open Enrollment (Medicare Supplem ent) - The six-month period during w hich a new

Medicare beneficiary can buy Medicare supplement insurance regardless of health problems.

  Open enrollment begins when a person 65 or over signs up for Medicare Part B.

  During your six-month long open enrollment period, an insurance company must sell you

    any coverage it offers, regardless of your health.

  After open enrollment, the company can reject your application because of you health or

    age.

Out-of-Pock et Expenses - Costs borne directly by the patient without benefit of insurance;

direct costs. 

Outlier Case (Medicare) - An unusual medical situation which requires longer hospital stays or

higher treatment costs than Medicare  would ord inarily cover.  Once M edicare has ruled that it is

an "outlier case," Medicare will pay the expenses.

Outpatient - A patient who receives care at a hospital or other health facility without being

admitted to the facility.  Outpatient care also refers to care given in organized programs, such as

outpatient clinics.  

Participating Facility or Physician - Health care provider which participates in the Medicare

program and accepts Medicare payment for services.  The participating provider accepts the

Medicare-approved amount as payment in full.  (NOTE :  The patient must still pay copayments

and deductibles if not covered by insurance.)

Participating Physicians/Supplier Agreement - An agreement, by an individual physician or

supplier, to accept the Medicare approved amount as payment in full for all Medicare beneficiaries

served.  This agreement is valid for the calendar year and may be renewed annually.  Always use a

current MEDPARD (M edicare Participating Physicians Directory) when looking for a

participating physician or call 1-800-247-2267.

Peer Review Organization (PRO) - Organization paid by the federal government to review

hospital treatment of Medicare patients.  A patient has the right to appeal to a PRO if there is a

question about care or length of stay. 

Personal Care - Assistance provided to people who need help w ith bathing, cooking, dressing,

eating, grooming, or personal hygiene. These services are not routinely paid for by either

Medicare or Medicaid, but for those who qualify may be paid for by in-home supportive services

(IHSS).

Personal Com fort Items - For inpatients in a hospital, such items as a television, telephone, etc.

Physical Therapy - Services prov ided by specially trained and licensed physical therapists in

order to relieve pain, restore maximum function, and prevent disability, injury, or loss of body

part.

Physician Payment Reform - A 1990 law which limits the amount doctors can charge Medicare

patients.  It also requires doctors to file Medicare claims for their patients.
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Physician Limiting C harge - The maximum amount Medicare allows a nonparticipating doctor

to charge for a particular service.  See Section E.  

Power of Attorney - A legal document which gives a person (usually a spouse, other relative, or

friend) the power to act on behalf of another.  The person giving the power must be competent

and does not lose  the legal right to act on his own behalf.

Preexisting Condition - Health conditions or problems that existed before health insurance was

purchased.  The definition and waiting period before these conditions are covered vary from

policy to po licy.

  Medicare supplement policies define "pre-ex" as a condition for which you received 

    medical advice or trea tment in the six months before you bought the policy.

  Some insurance policies (including many long-term care policies) do not cover any

        condition which was "in existence" during the previous 6-12 months, even if you

        were not aware of it or w ere not treated for it.

Preferred Provider Organization (PPO) - Health service plan with a network of physicians and

suppliers who provide services to the plan's participants at agreed prices.  The PPO may also offer

additional benefits such  as discounts on prescription drugs, tran sportation discounts, and access to

health education programs.  

Premium - Dollar amount paid periodically (monthly, quarterly, or yearly) by an insured person

or policyholder for insurance coverage.  

Precertification (Prior Authorization) - A requirement that  you obtain the  insurance com pany's

approval before a medical service is provided.  If you fail to follow the precertification

procedures, the company may reduce or deny claim payment.  The provider generally will contact

the insurance company on your behalf to explain what treatment is needed and request

precertification.  Precertification verifies coverage but does not guarantee claim payment.

Primary Payer - Insurer that pays first when a person is covered by more than one insurance

plan.  See "Secondary Payer and Coordination of Benefits."

Private Fee-for-Service Plan - One of the Medicare Advantage plans.  It allows the enrollee to use

any Medicare-approved provider that accepts the plan’s terms and conditions.  

Prospective Payment System (PPS) - Medicare's standardized paymen t system developed  to

help control health care costs.  The PPS is supposed to discourage hospitals from providing

unnecessary care.  Medicare pays fixed amounts based on the principal diagnosis for each

Medicare hospital stay.  In some cases, the Medicare payment will be more than the actual cost of

providing service for that stay.  In other cases, the payment will be less than the hospital's actual

cost.  Also see "Outlier Cases."

Provider - Someone who prov ides medical services  or supplies, such as  a physician, hospital,

x-ray com pany, hom e health agency, or pharmacy.
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Qualified Medicare Beneficiaries (QMBs) - A state program that uses Medicaid money to pay

the Medicare deductibles, insurance, and the Medicare Part B premium for persons whose income

and assets are low enough to qualify.  Persons who believe they may be eligible should contact

their local county Social Service Office.

Railroad Retirement System - Persons who worked for a railroad company are entitled to their

benefits at retirement (includes Medicare).

Reasonable Charge - See "Approved Charge."

Reasonable and Necessary Care - The amount and type of health services  generally accepted

by the health community as being required for the treatment of a specific disease or illness.

Reconsideration (Medicare) - The first step in the Medicare Part A appeal process.  The 

beneficiary sends a written request to the intermediary disagreeing with the Part A payment and

asking that the payment decision be reviewed.

Replacement N otice -  Form that agent/company and buyer must sign when switching from one

Medicare supplement policy to another.  Protects consumers against frivolous policy switching.

Respite Care - Services designed  to provide temporary relief to a home caregiver.  Example: 

Mrs. Jones has been taking care of her sick husband.  She needs a break!  An insurance policy

(long-term care) with "respite care" could cover the cost of a temporary substitute.

Review (Medicare) - The first step in the Medicare Part B appeal process in which the 

beneficiary sends a wr itten request to the carrier showing his or her d isagreement with the Part B

payment allowed for a claim and asking that the payment decision be reviewed.

Rider - A legal document which modifies an insurance policy.  Riders may either extend or

decrease benefits or add or exclude specific conditions.

Secondary Payer - Only applies when a person is covered by more than one health plan.  The

secondary payer is the plan whose payments cannot be made until another plan (the primary

payer) has processed the claim.  See "Coordination of Benefits."

Self-Insured Plan - An organization (usually an employer) which provides group health 

benefits which are not covered by an insurance company.  Many large employers are self-insured. 

The organization must pay all health claims from its own funds.

Service Benefits - Type of benefits which pays the costs of the services covered by the policy

rather than a fixed do llar amount.

Skilled Nursing Care - Care which can only be provided by or under the  supervision of

licensed nursing personnel.

Skilled Nursing Facility - A Medicare-approved skilled nursing facility which is staffed and

equipped to furnish skilled nursing care, skilled rehabilitation services, and other important related

health services for which Medicare pays benefits.
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Social Security Administration (SSA) - A branch of the Department of Health and H uman

Services.  This federal agency is responsible for the Medicare eligibility and enrollment process.

Special Enrollment Period -  Enrollment opportunity for people who continue to work past age

65 and are covered  by an employer group health plan, or those who are retired bu t covered  by a

spouse's employer group health plan.  

Specific Disease Policy - Type of limited health insurance policy which only covers the

expenses incurred for the specific disease named in the policy.  The most common type is cancer

insurance.  See Section G.

Speech Therapy - The study, examination, and treatment of defects and diseases of the voice,

speech, spoken, and written language.

Spend Dow n (Medicaid) - Process by which  a person becomes  eligible for M edicare by 

becoming poor--for example, through paying nursing home bills.

Spousal Impoverishment (Medicaid) - The community property and assets of a married 

nursing home patient may be divided according to HCFA standards to protect the property and

assets of the spouse.

Stacking - Unscrupulous insurance sales practice.  Selling two or more health insurance policies

to a person when one is adequate.  Stacking is illegal when selling Medicare supplement

insurance.

Standardization of Medicare Supplement - Beginning in 1992, Medicare supplemen t policies

must be identical to one of 10 standard plans.  See Section F.

Suitability -  Obligation of insuran ce agent to sell policies to consumers which  are appropriate

purchases given the circumstances of the purchaser.

Supplemental Security Income (SSI) - A federal program that pays monthly checks to people

in need who are 65 years or older and to people in need at any age who are blind and disabled. 

The purpose of the program is to provide sufficient resources so that anyone who is or blind or

disabled can have a basic monthly income. Eligibility is based on income and assets. 

Suppliers - Persons or organizations, other than physicians or health care facilities, that furnish

medical equipment or services, such as ambulance firms, laboratories, and equipment rental

outlets.

Swing Bed s -  Rural hospitals with fewer than 99 beds may enter into "sw ing bed agreemen ts

which allow them to use beds for either acute (hospital) or long-term (skilled nursing) care  beds

depending on the patient's needs.

Third Party Liability (Medicare) - The responsibility of a person other than  a beneficiary to

pay part or all of a specific Medicare claim.  Example:  A Medicare supplement policy has

"third-party liability."
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Title XVIII - That portion of the Social Security Act which clearly defines the provisions of

 Medicare.

Title XIX - That portion o f the Social Security Act which clearly defines the p rovisions of 

Medicaid.

TRICARE - The health care program for active duty members of the military, military retirees, and 

their eligible dependents.  TRICARE was called CHA MPUS in the past.  

Twisting - The unscrupulous insurance sales practice of replacing an existing health insurance

policy with a new one from a different company in order to receive the high first-year sales

commission.  NOTE:  This is illegal when selling Medicare supplement insurance.  When

replacing a Medicare supplement policy, the agent is never entitled to a first-year commission.

Unassigned Claim - A claim on w hich the docto r or sup plier re fuses to  accept M edicare's

approved charge.  See Section E.

Underwriting - The process by which an insure r establishes and assum es risks according to

insurability.  Example:  An insurance company is "underwriting" when it agrees to insure you

because you are healthy or rejects your application because you have a history of heart attacks.

Usual and Prevailing Charge (Medicare) - This means the normal charge made by the provider

for a service or supply, but not more than the general level of charges made in the area for similar

service or supplies.  The "usual and prevailing" charge is not necessarily the doctor's actual

charge.

Usual, Customary, and Reasonable Charge (UCR) - In "insurance language" this is the 

amount the company has determined to be appropriate for a particular medical service.  Each

company develops its own UC R.  A company's UCR is often less than doctors actually charge.

Utilization Review Committee - Committee in a health care facility which  evaluates the

necessity, appropriateness, and efficiency of the use of medical services, procedures, and facilities. 

This includes a current and retroactive review of the appropriateness of admissions, services

ordered and provided, length of stay, and discharge practices.

VA - Veterans' Administration (federal).

Visit - An encounter between a patient and a health care professional which requires either the

patient to travel from his home to the professional's usual place of practice (an office visit), or for

the doctor or other health care provider to see the patient in the hospital, skilled nursing facility, or

in the patient's home.  Doctors' services can be covered in any of these settings under Medicare.

Waiting Period - The period of time that must pass after becoming insured before the policy

will begin to pay benefits for a preexisting condition or certain specified illness.

Waiver of Liability -  Occurs when Medicare denies coverage of a Medicare benefit and the

beneficiary did not know and did not have reason to know that Medicare would deny the

coverage.



M-17 4/2005

Waiver of Premium - A potential feature of a long-term care insurance plan.  Premium

payments are not required when the beneficiary is confined and receiving benefits.  The

policy/certificate will indicate when the waiver will begin.  The waiver ends when confinement

ends.  See Section H.
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 ACRONYMS

ADL - Activities of Daily Living

AFDC - Aid to Families With Dependen t Children

CHAND - Comprehensive Health A ssociation of Nor th Dakota

CMS - Centers for Medicare and Medicaid Services 

COBRA - Consolidated Omnibus Budget Reconciliation Act

CPT - Current Procedural Terminology

DHHS - Department of Health and Hum an Services

DRG - Diagnostic Related Group

DME - Durable Medical Equipment

ESRD - End Stage Renal Disease

EOMB - Explanation  of Medicare Benefits

FY - Fiscal Year

HCFA - Health Care Financing Administration - now called CMS (Centers for Medicare and

Medicaid Services)

HIC - Health Insurance C laim

HIPP - Health Insurance Premium Payment

HMO - Health Maintenance Organization

IHSS - In-Home Supportive Serv ices

FI - Fiscal Intermediary

ICF - Intermediate Care Facility

LTC - Long-Term Care Insurance

MA - Medicare Advantage 

MEDPARD - Medicare Participating Physicians and Supplier Directory

MEDSUP - Medicare Supplement Insurance
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MMA - Medicare M odernization A ct 

NAIC  - National Association of Insurance Commissioners

OAA - Older American Act

OBRA '90 - Omnibus Budget Reconciliation Act of 1990

PRO - Peer Review Organization

PPO - Preferred Provider Organization

PPS - Prospective Payment System

QMB - Qualified Medicare Beneficiary

SHIC  - Senior Health Insurance Counseling Program

SLMB - Special Low-Income Medicare Beneficiary

SNF - Skilled Nursing Facility

SPED - Service Payments for the Elderly and Disabled

SSA - Social Security Administration

SSN - Social Security Number

SSI - Supplemental Security Income

TBI - Traumatic Brain Injured Waiver

UCR - Usual, Customary, and Reasonable
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Aging Services Division
Department of Human Services
State Capitol
600 East Boulevard Ave., Dept. 325
Bismarck, ND 58505-0250
Toll-free:  1-800-755-8521
Local:  328-4601
Fax:  328-4061

Department of Insurance
State Capitol
600 East Boulevard Ave., Dept. 401
Bismarck, ND 58505-0320
Toll-free:  1-800-247-0560
Local:  328-2440
Fax:  328-4880
Web Site:  www.state.nd.us/ndins

RESOURCE/REFERRAL TELEPHONE NUMBERS

Assistive Technology Help-Line . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-472-2911

CHAND (Section L) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-737-0016

CIGNA  Medicare (DME Carrier) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-633-4227

P.O. Box 690

Nashville, TN 37202

www.CignaMedicare.com

County Social Service Offices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Page N-6

Government Benefit Adm inistrators (Home Health/Hospice Carrier) . .  1-800-633-4227

Medicare Part A Claims

1201 Zenith Drive, Suite 100

Sioux City, IA 51103-5217

Coordination of B enefits Contractor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-999-1118

CMS Fraud Hotline . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-447-8477

Medicare Phone Appea ls . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-279-5331

Legal Services of N orth Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Page N-19

Medica re Maze  Masters P roject . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-877-258-5263

Long Term Care Ombudsman (Helen Funk) . . . . . . . . . . . . . . . . . . . . . .  1-800-451-8693
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Medicare Opera tions Center  (Carrier /Intermediary) . . . . . . . . . . . . . . . .  1-800-633-4227

4305 13th Avenue SW           

Fargo, ND 58103-3309           

www.noridianmedicare.com

ND Association for the Disabled . . . . . . . . . . . . . . . . . . . . . . Toll-free:  1-800-532-6323

Regional Aging Services Coordinators . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Page N-5

Social Security Administration . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Page N-7

ND Health Care Review , Inc. (QIO) . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-472-2902

800 31st Avenue SW . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Local:   1-701-852-4231

Minot, ND 58701

www.ndhcri.org

Senior Info-Line (R esource and Referral Service) . . . . . . . . . . . . . . . . . . 1-800-451-8693

Aging Services Division . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Local:   1-701-328-4601

Department of Human Services

State Capitol

600 East Boulevard Avenue, Dept. 325

Bismarck, ND 58505-0250

Veterans Affairs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-827-1000

County Offices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . See Page N-8

Bismarck Office . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-701-328-5465

Main Office: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-701-239-7165

1411 32nd Street South

Fargo, ND 58106-9003
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HELPFUL WEBSITES

www.medicare.gov The federal governm ent’s official M edicare site.  The website
offers basic information about Medicare, fraud and abuse,
information on how to stay healthy, publications to view and
download, helpful contacts, tips on choosing a nursing home,
prescription drug plans, and Medicare supplement policies as
well as local Medicare plan choices.

www.medicarerights.org The Medicare Rights Center (MRC) is a not-fo r-profit
organization.  MRC works to ensure that beneficiaries get
good health care that is affordable and offers information
about Medicare coverage.  The site provides email answers to
Medicare questions, access to educational materials, and links
to related sites.

www.CignaMedicare.com (DME carrier)  This site offers publications to view and 

download, an online help center, beneficiary resources and

helpful links, supplier resources and an email notification

service.

www.cms.hhs.gov The Centers for Medicare & M edicaid Services (CMS) is a

federal agency within the U.S. Department of Health and

Human Services .  Programs for which CMS is responsible

include M edicare, Medicaid, State  Children’s  Health

Insurance Prog ram (SCHIP), HIPA A, and  CLIA .  

www.accesstobenefits.com The Access to Benefits Coa lition™ (A BC) is dedicated to

assisting Medicare beneficiaries, especially those who need

help the most, to find prescription savings programs that

could save them hundreds or even thousands of do llars every

year.  

www.shiptalk.org The State Health Insurance Assistance Program, or SHIP, is a

national program that offers one-on-one counseling and

assistance to people with Medicare and their  families. 

Through grants directed to states, SHIPs provide free

counseling and assistance via telephone and face-to-face

interactive sessions, public education presentations and

programs, and  media  activities .  
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At this s ite you can  access  the SHIP prof iles for each state . 

Click on the tab labeled “State Profiles” near the top of the

screen.  You may then choose which state’s information you

wish to  display.  

www.govbenefits.gov GovB enefits .gov is a  free and conf idential p rescreening tool. 

Search for federal, state, or other benefits that you may be

eligible to  receive .  

www.rxconnectnd.org Provides the information needed to access patient assistance 

www.rxassist.org programs for free, or for discounted drugs, that are offered 

www.needymeds.com through many pharmaceutical manufacturers for low-income 

www.destinationrx.com patients without prescription insurance.

www.disabilityinfo.gov This easy-to-use web portal is a directory of government web

links relevant to people with disabilities, their families,

employers, service providers, and other  community mem bers.  

www.rxoutreach.com Rx Outreach is a new Patient Assistance Program that

provides qualified low -income individuals and families w ith

access  to generic versions of brand name medications. 

Generic medications are not currently available through other

Patient Assistance Programs.

www.opm.gov/insure The website is designed to help federal employees understand
their hea lth plan options.  

www.dol.gov/dol/elaws U.S. Department of Labor, Pension and Welfa re Benefits
Administration Division.  This federal agency provides
oversight to self-insured plans exempt from state insurance
department regulation , including em ployer retiree  health
benefit plans.  The  site provides information on COBRA,
Health Care Bill of Rights, and HIPAA.

www.state.nd.us/ndins This site provides access to SHIC  sponsor sites in North
Dakota as well as the Medicare supplement premium
comparison. 
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REGIONAL AGING SERVICES ADMINISTRATORS

Badlands Human Service C enter 

Mark Jesser, RASPA

200 Pulver Hall

Dickinson, ND 58601-4857

Lake Region Human Service Center

Donna Olson, RASPA 

200 Highway 2 SW

Devils Lake, ND 58301-3595

North Central Human Service C enter 

MariDon Sorum, RASPA

400 22nd Avenue NW

Minot, ND 58703

Northeast Human Service Center

Patricia Soli, RASPA

151 South 4th Street, Suite 401

Grand Forks, ND 58201-4735

Northwest Human Service C enter 

Karen Quick, RASPA

316 2nd Avenue W est

Williston, ND 58802-1266

South Central Human Service Center

Russ Sunderland, RASPA

520 3rd Street NW

Jamestown, ND 58402

Southeast Hum an Service Cen ter 

Sandy Arends, RASPA 

2624 9th Avenue

Fargo, ND 58103-2350

West Central Human Service Center

Cherry Schmidt, RASPA 

600 South 2nd Street, Suite 5

Bismarck, ND 58504-5731
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SOCIAL SECURITY ADMINISTRATION

National Toll-Free ……… ..………… ……… ……… ……… ……… …….1-800-772-1213

Bismarck Area Social Security Office 250-4200

1680 East Capitol Avenue 250-4230 - fax

Bismarck, ND 58501-5603 800-305-6526

Dickinson Area Social Security Office 225-9178

265 First Avenue West 225-9400 - fax

Dickinson, ND 58601 800-305-6526

Devils Lake Area Social Security Office 662-6290

221 Second Street West 662-2824 - fax

Devils Lake, ND 58301

Fargo Area Social Security Office 239-5607

Federal Building, Room 320 239-5474 - fax

657 North Second Avenue 800-453-7255

Fargo, ND 58102

Grand Forks Area Social Security Office 772-5518

124 North Sixth Street 772-8622 - fax

Grand forks, ND 58203 877-772-2467

Jamestown Area Social Security Office 252-6024

1604 Sixth Avenue SW 251-1511 - fax

Jamestown, ND 58401

Minot Area Social Security Office 852-0604

Federal Building, Room 104 839-4602 - fax

100 First Street SW 866-541-3299

Williston Area Social Security Office 572-0682

1137 Second Ave W, Suite 102 572-3024 - fax

Williston, ND 58801





















N-17 4/2005

Prescription
Drug
Discount
Plans

Most prescription drug discount plans are not approved insurance plans

regulated by the North Dakota Insurance Department.  Many come on the

marke t quickly and leave quick ly.  

Since plans are set up in different ways, here are some questions to ask

before  you buy.  

Eligibility

· Do you  have to be  a member of an association to enroll?
· Does the plan cover you alone, your spouse, or your family?
· Is there an age requirement to join?

Benefits

· Will prescription for pre-existing conditions be covered?  Is there a
limit on benefits for pre-existing conditions?

· Are drugs provided through a mail order service, walk in pharmacy,
or both?

· Will the plan cover generic drugs, brand name drugs, or both?
· Are my current prescriptions covered?
· What drugs are not covered?
· Must I use a “participating pharmacy”?  If so, can I get a list of these

pharmacies?
· Can I get price quotes for my prescriptions before I buy?
· Is a minimum order amount required?
· Do I have to pay shipping and handling charges?

Costs

· Is there a membership or enrollment fee?
· Is there a monthly premium or maintenance fee?
· Can I be dropped from the plan for reasons other than not paying the

premium?
· What are my copaym ents?
· Are there any payment options?
· Is there an annual maximum on the benefits I can receive?
· Will the money I save be greater than all of the costs of the plan?

Consumer Protection

· Is this an insurance policy approved for sale in North Dakota?
· Is there a customer service toll-free line?
· Have any complaints been filed against the plan?

Seniors who have questions about prescription drug discount plans can
call SHIC at 1-800-247-0560.  Because the North Dakota Insurance
Department does not regulate this type of product, we will not have



N-18 4/2005

specific information about the plans.  We can  suggest questions seniors
should be asking before enrolling in a prescription drug discount plan.

AARP (Am erican Association of Retired Persons) Pharmacy  

Service

AAR P has a  mail order pha rmaceutical program  for persons of a ll ages. 

There is no membership fee and you do not have to be long to AARP to

utilize this service.  This program supplies both generic and brand name
medications.

When you get a prescription from your doctor, you can call the AARP
Pharmacy Service to get three price quotes:  one for brand name, one for
generic, and one for quantity purchases.  Be sure to check with your local
pharmacy to compare prices before you purchase.  The AARP Pharmacy
Service toll-free number is 1-800-456-2277.  Seniors using this service

should allow 10 days to receive the medications.

Veterans/Retired Service Personnel

Veterans and retired service personnel have options for prescription drug
service.  The Burleigh County Veterans’ Service Officer will explain the
options.  

Prescription Drug Patient Assistance Programs

Many pharmaceu tical manufacturers have special programs to assist
people who can not afford to buy the drugs they need.  Each company has
its own program with special requirements, forms, and procedures.  Some

companies m ay have different procedures  for different drugs.  

All companies require the doctor’s involvement.  The patient should ask
the doc tor about the program s.  Patien ts are elig ible for a  limited  time. 
They need to reapply with no guarantee of acceptance.

The Prescription Drug Patient Assistance programs are not imm ediate

needs  programs.  I t can take from  4-6 weeks to  receive med ications. 

Seniors should ask their physicians for samples of the needed

medications.  Also, they should ask if there are generic or other lower

cost alternatives to their drugs or if drugs could be purchased in larger
dosages then cut to the  proper dose amount.

Patients can act as their own advocate, ask a family member to be an
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Legal
Services

advocate for them, or in some counties outreach workers will assist
seniors.

Some companies publicize their programs; others do not.  There is no
central clearinghouse for this inform ation so it is hard for seniors to learn
about the drug assistance programs.

Several resources for the pharmaceutical prescription  drug programs are
www.needymeds.com.  A sample sheet for the  requirements to obtain
several drugs is included.  They also publish a manual for those who do
not have computer access.

The Robert Wood Johnson Foundation sponsors a website,
www.rxassist.org, that includes a search engine to locate assistance
programs by searching on company name, brand name, and generic name
or by drug class.  

The Pharmaceutical Research and Manufacturers of America  (PhRMA)
publishes a directory of Prescription Drug Patient Assistance Programs 
(www .phrma.org/). 

Other resources for those needing immunosuppressive drugs:

• Call the National Kidney Foundation 800-622-9010.

• Call the American Kidney Fund 800-638-8299.

• Talk with a social worker at the transplant center where the
surgery was performed.

• Call the company that produces the drugs (use resources listed
above).

• Call a legislative representative.

Legal S ervices  of North Dakota (LSND), a  nonprofit organization, 

provides legal services to  disadvantaged elder ly and low-income North

Dakotans who cannot a fford an  attorney.

LSN D accepts cases in  the areas  of government benef its, family,

health, consumer, housing, elderly law, and Indian law.  Specific types of

cases that are given highest priority by LSND are:

1. TANF/Teem/AFDC

2. Food stamps
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3. General Assistance (GA)

4. LIHEAP

5. Unemployment compensation

6. Medica id

7. Contested domestic violence protection orders on behalf of

the victim

8. Public housing problems

9. Tenant evictions

10. Problems with bills/deb ts

11. Selected children’s issues

12. Child custody defense enforcement

13. Access to justice issues

14. Earned income tax  credit

15. SSI

Additional legal help is available for the elderly in:

1. Nursing home transfer and discharge

2. Social Security and Medicare

3. Home hea lth care

4. Durable pow er of attorney health care

5. Challenging/revoking guardianships

6. Mortgage retention advice

Additional legal help is available through the Indian Law Unit, Turtle

Mountain Reservation in the areas of:

• Children’s  rights/studen t’s rights

• Selected custody and child w elfare

• Government benefits

• Housing

Legal Services of North Dakota has offices in several cities within the

state but maintains a single  intake statew ide telephone number for all

LSND offices.  A person asking for assistance at a local office will be

asked to firs t call the universal toll-free number, 1-800-634-5263, or in

Minot, 852-3870.  The mailing  address fo r the Mino t office is:  

LSND

P.O. Box 177

Minot, ND 58702

The Indian Law Unit gives priority to elderly and those who have a mental

disability in priority cases.  You may contact LSND by calling the toll-free
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North
Dakota
Health Care
Review, Inc.
(NDHCRI)
(QIO)

number at 1-800-634-5263, Monday, Wednesday, or Friday from 8:30

a.m. to 12:00  noon or 1 :00 p.m. to 4 :30 p.m.  Ind ividuals with

emergencies or those  over 60  can call any week day.  All contacts are

confiden tial.

The NDHCRI is the peer review-quality improvement organization for

North Dakota.  NDHCRI is the Medicare beneficiary's advocate, ensuring

that their rights to quality health care are protected.

1. NDH CRI is  a private , non-profit group of licensed, 

actively practicing ND physicians w ho help Medicare

oversee the care provided to beneficiaries in the state.

2. Medicare contracts with NDHCRI to review      

beneficiary's questions regarding the utiliza tion and quality

of care received at:

a. Hospitals

b. Skilled nursing facilities

c. Home health agencies

d. Emergency rooms

e. Ambulatory surgical centers

f. Observation beds or hospital outpatient department

3. NDHCRI deals only with Medicare beneficiaries who have

received treatment in a M edicare- certified facility for a

service normally covered by Medicare.  Review is not

coverage related.

4. To process a complaint, call or write NDHCRI with the

following information:

a. Name

b. Medicare number

c. Provider involved
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d. Nature of the complaint

e. Dates the care was delivered

5. Complaints are investigated and the beneficiary will receive

information in writing regarding the outcome of the review.

6. To contest early dismissal from a hospital follow a specific

procedure which is outlined on the handout "An Important

Message from Medicare" each patient receives upon

admittance (pages D -15 and N-22).
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TRICARE
(DoD Health
Plan)

TRICARE is the managed care component of the Civilian Health and

Medical Program of Uniformed  Services (CH AMPUS) program. 

CHAM PUS/TRICA RE provides medically necessary treatment, drugs,

equipment, and supplies for the following services: Army, Navy, Marine,

Air Force , Coast Guard, PHS, and  National Oceanic and  Atmospheric

Administration (NO AA).

Eligible beneficiaries:

1. Active duty family members

2. Retired military members and families

3. Certain former spouses

4. Unremarried widows/widowers  

On October 30, 2000, President Clinton signed the National Defense

Authorization Act.  Two major things cam e out of the  bill:

• Beginning April 1, 2001, TRICARE beneficiaries 65 and

over are entitled to the same pharmacy benefit as retirees

under 65.  It includes access to prescription drugs not only at

military treatment facilities, but also at retail pharmacies and

through TRICARE’s national mail order pharmacy.  For

beneficiaries who turn 65 prior to April 1, 2001, beneficiaries

automatically qualify for the pharmacy benefit under the law,

whether or not they have purchased Medicare Part B.  For

beneficiaries who attain the age of 65 on or after April 1, 2001,

the law manda tes that they must be enrolled in Medicare Part

B to receive the TRICARE pharmacy benefit.

• Beginning October 1, 2001, Medicare-eligible military

beneficiaries become eligible for all other TRICARE

benef its.  The law requires that a ll Medicare-eligible

beneficiaries regardless of age or when they turn 65 must be

enrolled  in Part B  to receive the res t of the T RICA RE benefit. 

TRICARE becomes the second payer to Medicare for medical

care tha t is a benefit under both  Medicare and TRICARE. 

Medicare will pay the allowable amount for the care, and

TRICARE will pay the amount that is the Medicare cost share,

as well as the Medicare deductible.
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Indian
Health
Service/
Contract
Health
Services

Indian Health Service has 12 areas through the United States and is under

the Department of Health and Human Services. Funding is provided by

the U.S . Department o f Interior.  

Aberdeen Area covers North Dakota, Sou th Dakota, Nebraska , and Iow a.  

Area Office is located in Aberdeen, South Dakota, telephone:   (605) 226-

7575.

Aberdeen Area Indian Health Direc tory of North  Dakota

Belcourt Indian Health Hospital
P.O. Box 160
Belcourt, ND 58316
(701) 477-6111  Fax: (701) 477-8410

Fort Berthold IHS Health Center
HC 2, Box 24F
New Town, ND 58763
(701) 627-4701  Fax: (701) 627-4318

Fort Totten IHS Health Center
P.O. Box 200
Fort Totten, ND 58335
(701) 766-1600  Fax: (701) 766-1620

Fort Yates IHS Hospital
P.O. Box J
Fort Yates, ND 58538
(701) 854-3831  Fax: (701) 854-3685

Trenton-Williston Health Center
P.O. Box 210
Trenton, ND 58853
(701) 774-0461  Fax: (701) 774-8003
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BASIC GUIDELINES FOR RELATING
TO PERSONS WITH DISABILITIES

Here are some very basic guidelines for relating to  people w ith disabilities, most of which will

already come naturally to you:

* Use common sense.  People with disabilities want to be treated the same way everyone

else does.

* Don't be patronizing.  Show the person the same respect that you expect to receive from

others.  Treat adults as adults.

* Be considerate and patient.   Anticipate what the person's needs might be and offer

assistance w hen possib le.  Be patien t if the person  requires more time to communicate, to

walk, or to accomplish  various tasks.  When p lanning a m eeting or event, consider their

needs ahead of time.

* Don't put unnecessary pressure on y ourself to know and do  everything "right" .  Be

patient with yourself in learning what the specific needs of the person are.  Don't be

embarrassed if you find yourself doing or saying the wrong thing.  Remember that the

person with a disability is usually aware of and sensitive to your discomfort and your

good intentions in the situation.

* Don't be afraid to offer assistance.  If it appears that the person is in need of some

assis tance, offer it  by asking if there is something you can do.  However, do not

automatica lly give help unless the person clearly needs  or has asked for it.

* Communicate with the person, not his or her interpreter, companion , or assistant.

* Respect the person's privacy.  If you find yourself speculating about areas of the

person's private life or medical condition (unrelated to the job), refrain from asking

questions which would otherwise be inappropriate to ask of any other person.

* Be aw are of the language that you use  in relat ion to people w ith disabilities.  Refer to

the Guide to Acceptable Terminology in the Field of Disability .

* Learn what you can about the proper etiquette and protocol for relation to persons

with the specific disabilities.  For recommendations on relating to people with specific

disabilities, refer to the Guide to Etiquette and Behavior for Working with Persons

with Disabilities.






















































